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Lilly specifications 


are qu ickly ha ndled All Lilly products are as close to you and 


the patient as your telephone and the 
\ nearest drug store. 


\ There is seldom, if ever, any need to delay 


treatment for lack of a Lilly item, Adequate 
X retail stocks are encouraged by an efficient 

system of distribution, enabling prompt service 

to pharmacies from near-by wholesalers. In 

every part of the country, these reserves are 

never more than a few hours away from 

your druggist. 

Easy availability of Lilly products ensures 

that your Lilly specification will be quickly 

handled—as requested. 
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ETHICS 


ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A. 
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if she is one of your patients... 


...She depends on your help for a speedy return to gainful occupation. 
Women seeking employment who are nervous, apprehensive and generally 
distressed by symptoms of the climacteric, may find it difficult to meet 
competition. “Premarin” offers a solution. Many thousand physicians 
prescribe this naturally-occurring, oral estrogen because... 


~ 


. Prompt symptomatic improvement usually follows therapy. 
2. Untoward side-effects are seldom noted. 
3. The sense of well-being so frequently reported tends to quickly 
restore the patient's confidence and normal efficiency. 
4. This ‘Plus’ (the sense of well-being enjoyed by the patient) 
is conducive to a highly satisfactory patient-doctor relationship. 
5. Four potencies provide flexibility of dosage: 2.5 mg., 1.25 mg., 
0.625 mg. and 0.3 mg. tablets; also in liquid form, 0.625 mg. 
in each 4 cc. (1 teaspoonful). 


While sodium estrone sulfate is the principal estrogen 

in “Premarin,” other equine estrogens...estradiol, came! 
equilin, equilenin, hippulin...are probably also pres- A is 
ent in varying amounts as water-soluble conjugates. 


ESTROGENIC SUBSTANCES (WATER-SOLUBLE) 
ciso known as CONJUGATED ESTROGENS (equine) 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
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A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


CONTINENTAL 
PHYSICIAN 
OFFICE SCALE 


Every detail of the Continental Seale is de- 
signed to offer the greatest value in appear- 
ance, dependability and permanent accuracy. 
The chromium plated die cast beam, with 
hardened knife edge pivots, is mounted on 
glass band bearings to eliminate friction and 
insure long accuracy. Two piece telescopic é 
measuring rod is made of heavy steel tubing. 
black enameled, graduated from 30° to 7s ITE 
inches by quarter inch. Platform has inlaid HEALTH-O-METER 
rubber mat. 


A personal weighing scale ideally suited for 

SPECIFICATIONS: any purpose where space and cost must be con- 
sidered. Model ers just about all you 
could expect of a personal scale and offers the 
closest approach to beam scale performance in 
sensitivity and accuracy. Base, platform and 
levers are constructed of heavy castings for 
rigidity and permanent service. Novel dial con- 
struction of the airplane type dial makes it 
209_Wi oe! exceptionally easy to read having widely spaced 

Model 202—With measuring rod graduations. Finished in oven baked white 
$50.00 enamel. Capacity 300 Ibs. x 1 Ib. Space required 

11 16 inches. MODEL 134 $17.95 


WINCHESTER 


™ 
\# *“CAROLINAS’ HOUSE OF SERVICE” 


Standard Finish: Oven baked white enamel 
with black base and platform: special finishes 
to order, Capacity 300 Ibs. x 44 Ib. Platform 
treasures 10's xX inches: space required 
1} 22 inches; overall height inches; 
weight 50 Ibs, 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 


119 East 7th Street Charlotte, N. C. 111 North Greene Street, Greensboro, N. C. 


I 
ANG SANITARY 
wo 
| (ae 
| 
| 
| 
| | 
j 


CONTENTS October, 1949 


NORTH CAROLINA MEDICAL JOURNAL 


Official Organ of 
THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


OCTOBER, 1949 30 CENTS A COPY 
— 33.00 A YEAR 


NUMBER 10 


CONTENTS 


ORIGINAL ARTICLES BULLETIN BOARD 


The Treatment of Myoma Uteri—Robert A. President’s Message 
Raleigh Academy of Medicine Symposium 


The North Carolina Academy of General Prac- 
tice: President’s Address—John R. Bender, 


Heineman Research Foundation Lectures 
North Carolina Public Health Association 


» Applicati sychos ic *hniques 
App News Notes from the North Carolina State 
Maurice H. Greenhill, MD. . . . . . . 5% Board of Health . . 
Carcinoma of the Stomach—Clarence E. News Notes from the North Carolina Tuber- 
mancrnate Intoxication—Ernest H. Yount, News Notes from the University of North 
r., M.D., and Elbert A. MacMillan, M.D. . Carolina 
The Problem of Infantile Cerebral Palsy— News Notes from the Bowman Gray School of 
F. C. McMains, M.D. . ee Medicine of Wake Forest College A 


The Diagnosis and Management of Mild and 


District Societies 


The Culdoscope in Private Practice—Richard News Notes 
B. Dunn, M.D. and Donald C. Schweizer, M.D. 556 Corrections for the Directory 


The Role of Low-Dosage Irradiation in Selected Maternal Welfare Broadcasts 


Cases of Menstrual Disorders—Glenn 


Traumatic Para-Esophageal Eventration, with 
the Report of a Case—J. Tankersley, AUXILIARY 


MD. A. J. Tannenbaum, M.D. 
and S. S. Rogers, M.D... 574 
Thumbnail Sketches of Eminent Physicians: 
Sir William Osler. VIII. Osler at Blockley Book REVIEWS 


EDITORIALS 
CLASSIFIED ADVERTISEMENTS 
A Crisis in Nursing Education . . . . . . } 573 
Are We to Have an American Gestapo? 
INDEX OF ADVERTISERS 
XXXV 


Thomas Leslie Lee, M.D. 


“Medicine and the State” 


Entered as second-class matter January 2. 1940, at the Post Office at) Winston-Salem, North Carolina, under the Act of 
August 24, 1912. Copyright 1949 by the Medica] Society of the State of North Carolina, 


. 571 
9 
| 572 
572 
572 
572 
| 
/ 


October, 1949 ADVERTISEMENTS 


“Exclusively for Alcoholism” 


STAPLES MILL ROAD 


LOMBARDY ST. 


STATION COLLEGE 


RICHMOND MEDICAL 
CENTER 


S70 NORFOLK & Wil LIAMSBURO 


TINY TOWN, 
RECREATION CE! 


CAPITOL 


SQUARE 
IS LOCATED APPROXIMATELY 
5% MILES WEST OF THE 
CITY LIMITS ~ IN A QUIET 
AND BEAUTIFUL SECTION 4 
OF THE CITY. 


LEE BRIDGE { 

U.S.HIGHWAY NO.1 

“4 TRAFFIC TO AND 
FROM THE SOUTH 


BROAD STREET SANITARIUM 
“Specializing in the treatment of alcoholism by the conditioned reflex aversion method” 
CHARLES G. YOUNG, M.D. 
Medical Director 


VIRGIL JOHNSTON 
Managing Director 


5 miles west of city limits on 


Broad St. Road Tele. 6-1556 


Richmond, Va. 
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The Newest and 
Most Broadly Useful 
of the Antibiotics 


AU Fe EOMYCIN HYDROCHLORIDE LEDERLE 


Aureomycin is now generally accepted as one of the most versatile antibiotics yet isolated. In 
addition to attacking the Gram-positive cocci with great effectiveness, it is useful against 
many Gram-negative organisms, particularly those of the coli-aerogenes group. It is also effective 
against rickettsial infections and certain diseases of unknown etiologies, such as primary atypical 
pneumonia. Aureomycin in solution with sodium borate has been found highly effective in the 
eve in aconcentration of one-half per cent. Among others it is active against the diplobacillus of 
Morax-Axenfeld, Friedlander’s bacillus,staphylococcus, pneumococcus,and Hemophilus influenzae. 


LEDERLE LABORATORIES DIVISION avearcer Ganamid 30 Rock2feller Plaza, New York 20, N. Y. 
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$O-DAY TEST REVEALED 


Yes, that’s whot throat 
specialists reported 
after making weekly 
examinations of the 
throats of hundreds of 
men and women from 
coast to coast who 

smoked Camels, and 

‘only Camels, for 30 
consecutive days. 


According to a Nationwide survey: 


than any other cigarette 


When three leading independent research o ganizati asked 113,597 
doctors what cigarette they ked, the brand named most was Camel! 
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CAMP ANATOMICAL SUPPORTS 
for ORTHOPEDIC 
CONDITIONS 


Whether it be relief from 
lesser degrees of postural or 
occupational strain, or as 
an aid in treatment follow- 
ing injury or operation, the 
Camp group of scientifically 
designed orthopedic supports for 
men, women and children will be 
found ‘‘comprehensive.’’ Sacro- 
iliac, Lumbosacral and Dorso- 
lumbar supports may be prescribed 
for all types of build. The Camp 
system of construction fits the sup- 
port accurately and firmly about 
the major part of the bony pelvis 
as a base for support. The unique 
system of adjustment permits the—_ 
maximum in comfort. Physicians 
may rely on the Camp-trained fit- 
ter for the precise execution of all 
instructions. 
If you do not have a copy of the 
Camp ‘Reference Book for Phy- 
sicians and Surgeons’’, it will be 
sent on request. 


CAMP 
Scientific 


THIS EMBLEM is displayed only by reliable merchants 
in your community. Camp Scientific Supports are never 
sold by door-to-door canvassers. Prices are based on 
intrinsic value. Regular technical and ethical training of 
Camp fitters insures precise and conscientious attention 
your recommendations. 


S. H. CAMP & COMPANY, JACKSON, MICHIG 
World’s Largest Manufacturers of Scientific Supports 


Offices in New York ¢ Chicago ¢ Windsor, Ontario e London, England 
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bright UROGRAM 


By intravenous 

injection, NEo-Iopax* 

provides not only a “bright 

" urogram” that permits accurate 

) solution diagnosis, but also significant free- 
dom from severe systemic reactions. 

Sterile, crystal clear and containing no for- 

eign particles, NEo-Iopax has justly earned its 

enviable record for relative safety among uro- 


graphic agents. 


KO-IOPAX® 


(brand of sodium iodomethamate) 


When retrograde pyelography is indicated, Neo-Iopax will also be chosen 


because it is nonirritating to delicate urinary tract membranes. 


CORPORATION: BLOOMFIELD, N. J. 
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FEB. O5cc. 


simultaneous 


immunization 


DIPHTHERIA TETANUS PERTUSSIS 


... a decrease in the number of injections will go far to make the 


practice of pediatrics more tolerable.” (Fischer: J. A.M. A. 134:1064, 1947) 


Office routine simplified . . . each injection is the same—0.5 cc. 
Patient discomfort and reactions minimized 
Lower expense for physicians and institutions 


Easier injection because the product is exceptionally fluid 


1.5 cc. vials — 1 complete immunization; 7.5 cc. vials —5 


DIPHTHERIA 


and 


TETANUS TOXOIDS 


Alum Precipitated and 


PERTUSSIS VACCINE 
COMBINED SQUIBB 
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A Modern Hospital 
for the 
Treatment of Alcoholism 
Exclusively 


A private hospital offering scientific, institutional, medical, 
psychological, reflex, reduction and other methods for the rehabilitation 


of consent patients suffering from alcoholism. 


All equipment modern with facilities to take care of 50 patients 


both male and female. 


Under the direction of a competent licensed M. D. with five 
consultant physicians subject to call. Registered Nurses in 


charge 24 hours daily. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
five miles West of Roanoke, on Highway 11, in the quiet serene mountains 
of Virginia, conducive to rest, comfort and recuperation. Doctors inspection invited. 


For information phone or write. 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11. 


Salem, Virginia — Phone Salem 287 


Copyright 1948. H. N, Alford, Atlanta, Ga. 
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When the use of an occlusive 
diaphragm is not feasible ana- 
tomically or is rejected by the patient, 
a simple contraceptive method of high effec- 
tiveness is the intravaginal application of 
Ortho-Gynol vaginal jelly.| Deposited high in the 
vagina with the Ortho applicator, Ortho-Gynol, by 
its optimal viscosity, adhesiveriess and surface ten- — 
sion, spreads uniformly as a 
clinging layer over the vaginal > 
manana on ond byt prompt 
tion, produces a barrier to the upward passage of 
Involving a minimum of manipu- 
lation, this dependable method is readily ac- 
ceptable to patients for reasons of simplicity. 
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A VITAL FACTOR IN 
THERAPY 


The sound and wholesome nutritious 
diet is an integral part of modern day 
preventive and definitive therapy. A 
steady stream of adequate amounts of all 
the essential nutritional elements is vital 
for good growth, maintenance of tissue 
structure and functioning, healing after 
trauma, and resistance to infection. For 
maintaining this daily, steady stream of 
nutrients, however, conditions both in 
health and illness often make imperative 
the use of an efficient food supplement 
along with the diet. 

The multiple dietary food supplement 
Ovaltine in milk has wide usefulness for 
enhancing to full adequacy even nutri- 
tionally poor diets. Its rich store of vita- 


mins and minerals includes vitamins A 
and D, ascorbic acid, thiamine, ribo- 
flavin and niacin, and calcium, iron and 
phosphorus. Its nutritionally complete 
protein has excellent biologic rating 

Since these vital nutritional values 
along with carbohydrate and easily emul- 
sifiable milk fat are incorporated in liquid 
suspension or solution, Ovaltine in milk 
is also especially adapted to liquid diets. 
The highly satisfying flavor makes for its 
ready acceptability when foods are often 
distasteful. 

The important overall nutrient con- 
tribution of three glassfuls of Ovaltine 
mixed with milk is presented in the 
accompanying table. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


CALORIES 
PROTEIN 

FAT 
CARBOHYDRATE 
CALCIUM 
PHOSPHORUS 


| 


Three servings of Ovaltine, each made of 2 oz. of 
Ovaltine and 8 oz. of whole milk,* provide: 


3000 1.U. 
1.16 mg. 
2.0 mg. 
6.8 me. 
30.0 mg. 
417 1.U. 
0.5 mg. 


VITAMIN A....... 
VITAMIN B1....... 
RIBOFLAVIN 
NIACIN 
VITAMIN CG... 
VITAMIN D 
COPPER 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. 


Serving for 


serving, they are virtually identical in nutritional content. 
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1788-1824 


The brilliant English poet, Lord Byron, who had many mild convulsive 
attacks during his short life, is an outstanding example of the fact that 
epilepsy need not cloud a man’s mentality. 


Comparative studies have shown that in some cases better contro! of grand mal as well as petit 

mal seizures can be obtained with Mebaral than with corresponding doses of other antiepileptic 

drugs. Mebaral produces tranquillity with little or no drowsiness. It is particularly desirable not 

only in epilepsy but also in the management of anxiety states and other neuroses. The fact that 

Mebaral is almost tasteless simplifies its administration to children. Average dose for children ‘2 
to 3 grains, adults 3 to 6 grains daily. Tablets ¥2, 1%2 and 3 grains. 


MEBARAL 


Brand of Mephobarbital © 


if 
Winosor, Ont. 


New 13, N. Y. 
_ Mebaral, trademark reg. U. S. & Canada ¢ 
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TODIFIED Mit 
& BAKERS 


mils! 


LIQUID 


@ Individual requirements ore 
easily met with Baker's powder 
or liquid form, since both may 
be fed interchangeably. 


“Nurse, | hope Doctor will 
prescribe BAKER’S MODIFIED 
MILK for her as he did for my 
little boy—it’s so reliable and 
easy fo prepare.” 


Are you acquainted with Baker’s Modified Milk? 


Mothers who have brought one baby through the bottle-feeding period 
on Baker’s Modified Milk, are happy when Baker’s is prescribed for the 
second baby. They are thankful for the baby’s robustness, regularity and 
well-being. Particularly pleasing is the ease with which Baker's is prepared 
for feeding—just dilute liquid Baker’s with equal parts of boiled water. 
Many doctors have learned from experience that Baker’s Modified Milk 
meets their requirements in most of their bottle-feeding cases, since 
Baker’s is fed either complemental to or entirely in place of mother’s 
milk. No formula change is required as baby grows older—merely increase 
the quantity of feeding. 

To prescribe Baker’s Milk at the hospital, just leave instructions with 


the obstetrical supervisor. 


BAKER’S MODIFIED MIL 
FOODS AMO 
NUTRITION 


> 
z 
Division Offices: San Francisco,Los Angeles, 7% 


THE BAKER LABORATORIES INC., Cleveland, Ohio Seattic and Greensboro, 


XIV 
e 
Power | 


October, 1949 


ADVERTISEMENTS 


For the public 


The health and well-being of at least 1,000,000 Americans depends upon their dis- 
covery and treatment as diabetics. The American Diabetes Association is directing 
the year-round Diabetes Detection Drive to find the “1,000,000 unknown diabetics” 
and guide them to their own physicians for treatment, 


THE AMES Selftester 


brings those with glycOsuria to you for diagnosis. 


A simple home screening test the directions state: 


for urine-sugar, the Ames Self- 

tester* is a new approach to 1. The Selftester does not diagnose diabetes or any other disease. 
this detection problem. Like the Its sole function is the detection of sugar (glucose) or sugar-like substances. 
clinical thermometer, it is sold 2. If reaction is positive, see your doctor at once. Sugar in your 
directly to the public through urine does not necessarily mean you have diabetes (nor does a negative 
drugstores. Also like the ther- result definitely exclude the presence of disease). But only your doctor, by 
mometer, it does not give a di- medical ination and by additional lab y tests, can tell why you 
agnosis, but only a warning. show sugar. _ 


me ames Selftester to detect ) 
CLINITEST® to control j 


Brand + Reagent Tablets 


*Approved by the Council of the American Diabetes A iation and pted for advertising in 
publications of the American Medical Association. 


AMES COMPANY, INC « ELKHART, INDIANA 
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PINT __PKG. 1896 


Petrogalar 


Aqueous Suspension 
of Mineral Oil 
Plain 


Active 

Ingredient 

Mineral Oil 65% 

OIRECTIONS: Adults, one table 

spoonful. Children over six years 

old, one teaspoonful. May be 

thinned with water, milk or fruit 
juice if desired. 


CAUTION: To be taken only at 
bedtime Do not use at any other 
time or administer to infants,except 
upon the advice of a physician. 


SHAKE WELL 
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Patients turning up their“nos” 
at soft diets? 


Try tasty, protein-rich 
Swift's Strained Meats! 


A palatable, natural source of complete, high-quality proteins 


It’s not surprising that soft-diet patients 
develop appetite-apathy. The things they 
have to eat! 

To help overcome this anorexia many 
doctors now recommend Swift's Strained 
Meats. Delicious, real meat that patients 
on soft, smooth diets can eat and enjoy. 
Swift’s Strained Meats provide an excel- 
lent base for high-protein, low-residue 
diet. Rich in iron, they’re chemically 
and physically non-irritating. They make 
available simultaneously ail essential amino 


acids for optimum protein synthesis. 

Swift’s Strained Meats are tasty enough 
to tempt tired appetites. They supply 
goodly amounts of B vitamin to help 
stimulate patients’ natural appetite for 
other foods. Swift’s Strained Meats are 
100° meat—a variety of six kinds: beef, 
lamb, pork, veal, liver, heart. Originally 
prepared for infant feeding, they’re ex- 
ceptionally fine in texture—may easily 
be used in tube feeding. Convenient— 
ready to heat and serve. 


<a 


Swifts Meats 


FOR JUNIORS 


consistency 


For patients who can 
take foods of less fine 
Swift's 
Diced Meats offer 


> tender morsels of nu- 
4 tritious meats with 
tempting flavors pa- 


tients appreciate. 


written by a doctor. Send to: 


* a” 


6 varieties: 
Beef, lamb, pork, 
veal, liver, heart 


The makers of Swift's Strained Meats invite you to send for 
your copy of “The Importance of Protein Foods in Health 
and Disease’ —a physicians handbook of protein feeding, 


Chicago 9, Illinois 
All nutritional statements made in this advertisement 


2 are accepted by the Council on Foods and Nutrition of 
= the American Medical Association. 
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A THERAPY THAT ao 
IN THEIR NATIVE sii 
THE ENTIRE ALKALOID 

OF STRAMONIUM 


STRAMONIUM PILLS 


(DAVIES, ROSE) 
Stramonius 0.15 GRam (approx 2% GRAINS) 
(Davies, Rose 


These pills exhibit the Powdered dried 
leaf and flowering top of Datura Stra. 
Monium, alkaloidally assayed and 
standardized, and therefore contain in 
each pill 0.375 mg. (1/170 grain) of the 


alkaloids of stramonium, 
| Ak Sample for clinical lest and literature 
mailed upon request 


DAVIES, ROSE COMPANY, LIMITED 


FENCEPHALITIS; muse 
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SUPPOSITORIES 
aginal 
TETHYLSTILBESTROL, 0.5 mg 


Low-Cost Estrogenic Therapy 


Today, not one of your patients need be denied the 
benefits of estrogenic therapy whenever it is indicated. The 
physiological effects of diethylstilbestrol are almost in- 
distinguishable from those of natural estrogens. Scores of 
published reports testify to the effectiveness of diethylstilbestrol 
in relieving symptoms of the menopause, senile vaginitis, 
painful engorgement of the breasts postpartum, and 
“functional uterine bleeding.” 

Diethylstilbestrol, Lilly, is available in tablets, ampoules, 
and vaginal suppositories in dosages to fit every 
indication. Complete literature is available upon request. 


« ly 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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A 15” 12" veproduction of this illustration 
by George Garland 1s available upon request 


MEDICAL RESEARCH 
1S IN THIS PICTURE 


Take away the joy of participating in the affairs of youth, 
and life would lose much of its sparkle. This middle-aged 
mother is enjoying the occasion of her daughter’s first 
formal ‘‘prom’”’ as much as if it were her own. 

Fortunately, most women undergoing the menopause do not 
need the help of an endocrinologist. For those who do, his 
knowledge and services may mean the difference between 
semi-invalidism and comparatively normal health. 

Pharmaceutical preparations of the sex hormones, whenever 
indicated, are valuable tools of the physician. Many useful 
products have already been made available. At the Lilly 
Research Laboratories, pharmacologic and clinical 
investigations are being energetically pursued with the view of 
further clarifying this complex subject. Significant developments 
are reported to the medical profession without delay. 


« lly 


LILLY SPECIALISTS SERVE THE iAEDICAL PROFESSION 
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THE TREATMENT OF MYOMA UTERI 


ROBERT A. KIMBROUGH, M.D. 


PHILADELPHIA, PENNSYLVANIA 


The majority of uterine myomas require 
no treatment. This statement applies partic- 
ularly to small, symptomless tumors in wom- 
en who are approaching or have passed the 
menopause. Cessation of ovarian function 
is usually, though not invariably, followed 
by regression and, in some instances, com- 
plete disappearance of smal] tumors. Such pa- 
tients, however, must be observed at frequent 
intervals in order to detect any deviation 
from the expected course of events. For in- 
stance, a sudden increase in size strongly 
suggests either benign or malignant degener- 
ation, and recurrence of bleeding after the 
menopause indicates the probable presence 
of an associated endometrial carcinoma. 

A similar plan of watchful expectancy is 
advisable in younger women during the years 
of childbearing, as many patients with small 
tumors can complete their families before 
surgical intervention becomes necessary. 

Because of excessive bleeding, pain, pres- 
sure symptoms, rapid growth, and other as- 
sociated lesions, a large number of patients 
with myomas require treatment. The choice 
of myomectomy, hysterectomy, or radiation 
therapy for any given case is dependent upon 
many factors—chief among them the age of 
the patient, her general condition, the size 
and location of the tumor, the presence of 
pain, pressure symptoms, the amount of 
bleeding, the patient’s desire for future preg- 
nancy, and associated pathologic conditions. 

Radiation Therapy 

The rationale of radiation therapy, wheth- 
er given by intra-uterine application of ra- 
dium or by roentgen rays, is the induction of 
the menopause; a dosage of radiation insuf- 
ficient to bring about cessation of ovarian 
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function does not affect the size of the tu- 
mor, and rarely does it correct the attendant 
abnormal bleeding. 

Since diagnostic curettage to rule out a 
malignant lesion of the endometrium is a 
prerequisite to any form of radiation ther- 
apy, the application of intra-uterine radium 
at the time of curettement, rather than the 
later use of roentgen rays, is the choice of 
most gynecologists. The dosage of radium 
should be approximately 1800 milligram 
hours. In our clinic 96 per cent of patients 
treated by this amount of radiation have re- 
sponded satisfactorily; the remaining 4 per 
cent have required subsequent operations for 
the relief of persistent symptoms. 
Contraindications 

By increasingly strict observance of what 
we consider absolute contraindications to the 
use of radiation in the treatment of uterine 
myomas, we have found that the great ma- 
jority of patients fall into the surgical do- 
main. The conditions which we consider to be 
indications for operative treatment are made 
clear by the following discussion of the con- 
traindications to radiation therapy. 

1. Youth: Since nothing short of a meno- 
pausal dosage of radiation is efficacious, this 
method of treatment obviously should be 
avoided in women under the age of 45. Pre- 
servation of the childbearing function in 
younger women is ideally served by myomec- 
tomy; if hysterectomy is unavoidable, con- 
servation of ovarian function is highly de- 
sirable. 

2. Tumors larger than a three months’ 
pregnancy: Radiation therapy of large tu- 
mors is contraindicated for several reasons, 
first among which is the danger of decreas- 
ing the blood supply to a tumor which is prob- 
ably already undergoing degenerative 
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changes incident to poor nutrition. Accuracy 
of diagnosis in the presence of large tumors 
is considerably handicapped. Distortion of 
the uterine cavity by large tumors precludes 
thorough curettage, so that an area of endo- 
metrial malignancy might easily be missed. 
While large tumors do regress after radia- 
tion, this change is so slow that the patient 
does not obtain prompt relief from trouble- 
some pressure symptoms. Also, the source 
of radiation might well be at too great a dis- 
tance to effect castration. 

3. Presence of pain: Pain in association 
with uterine myomas invariably indicates 
some complication ; carneous degeneration in- 
cident to a poor blood supply, and associated 
pelvic inflammatory disease are common 
causes of pain, both of which contraindicate 
the use of radium. Endometriosis is a fre- 
quent complicating lesion, most instances of 
which are best treated surgically. 

4. Pedunculated tumors: Subperitoneal pe- 
dunculated tumors rarely undergo proper re- 
gression after radiation; submucous tumors 
are not infrequently degenerated, and the 
danger of adding to this necrosis precludes 
the use of radiation. 

5. Fear of radium: Many patients unfor- 
tunately believe, despite our statements to 
the contrary, that radiation is used only for 
malignant conditions; if the patient’s mind 
cannot be disabused of this fixed idea, the 
use of radium and roentgen rays should be 
avoided. 

6. Extreme nervousness: While no one can 
predict with accuracy the reaction of any 
woman to the menopause, it is not unreason- 
able to believe that less stable individuals will 
probably be more profoundly affected. In 
this group hysterectomy with conservation 
of the ovaries is our procedure of choice. 

7. Uncertainty of diagnosis: If one is not 
sure of the exact nature of the pelvic mass, 
radiation therapy might be detrimental to 
the patient. 

8. Anemia out of proportion to the blood 
loss: We elect surgical treatment in those pa- 
tients whose anemia is more profound than 
would be expected from the history of bleed- 
ing. While there is no proof that hemolysis 
occurs in cases of necrotic myomas, the rapid 
recovery from anemia after hysterectomy in 


‘such cases strongly suggests this possibility. 


9. Postmenopausal tumors: Since the ra- 
tionale of radiation therapy is the induction 
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of the menopause, little can be accomplished 
by the use of this method in older women. 
Indeed, radiation in the dosage employed for 
benign tumors might well mask the symp- 
toms of an associated endometrial carcinoma. 

10. Rapid increase in size: A rapid in- 
crease in the size of a myoma indicates either 
benign degeneration, usually carneous, or, 
more rarely, sarcomatous change. In either 
event, surgical removal is urgently indicated. 

11. Associated endometrial hyperplasia: 
The coexistence of endometrial hyperplasia 
and endometrial carcinoma has been noted so 
often that one cannot escape the concept that 
there may be a causal relationship. Corsca- 
den has established the fact that the inci- 
dence of endometrial cancer is more than 
three times as great in women who have been 
treated previously by radiation for benign 
hemorrhage as in the population at large. 
The frequent association of both endometrial 
hyperplasia and cancer with uterine myomas 
is well known. 

These facts, along with strict observance 
of the other contraindications to radiation 
therapy, have resulted in election of the sur- 
gical approach in most of our cases of my- 
oma. Radiation therapy is reserved for the 
small group of patients who are above the 
age of 45, whose tumors are small, whose 
only symptom is abnormal bleeding, and who 
for various reasons are poor operative risks. 
The necessity for thorough diagnostic cur- 
ettage before institution of treatment cannot 
be overemphasized. 

Myomectomy 

Myomectomy is the ideal procedure for 
the young woman who is anxious to preserve 
the function of childbearing. In our clinic 
myomectomy, rather than hysterectomy, is 
done in this group if it is technically possible 
and if asafely functioning uterus can be pre- 
served. We are inclined to doubt the wisdom 
of removing a large number of myomas, leav- 
ing the uterus weakened by multiple scars 
with the attendant danger of rupture in preg- 
nancy and labor. Furthermore, in such in- 
stances one is likely to overlook seedling tu- 
mors Which will probably lead to the neces- 
sity of hysterectomy at a later date. Except 
in dealing with the simplest tumors, the 
choice of myomectomy must be based wholly 
on the intensity of the patient’s desire for 
future childbearing. 

Because of technical difficulties which 
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might render myomectomy impossible or un- 
wise, each patient should understand pre- 
operatively that hysterectomy may be neces- 
sary; she must be told also that preservation 
of the uterus entails the possibility that sub- 
sequent hysterectomy may be required. 

Myomectomy is rarely justifiable after the 
age of 35; the minimal chance of childbear- 
ing in older women cannot offset the in- 
creased morbidity and mortality which attend 
this procedure. 


Abdominal 

Although details of the technique of my- 
omectomy will be omitted from this discus- 
sion, enumeration of a few cardinal princi- 
ples would seem to be in order: (1) control 
of bleeding by use of the Bonney clamp or 
some other form of tourniquet on the uterine 
vessels at the sides of the uterus; (2) enough 
serosa left by the incision over the tumor 
to facilitate closure of the uterine defect; 
(3) blunt dissection of the tumor from its 
bed; (4) meticulous hemostasis; (5) com- 
plete obliteration of dead space; (6) avoid- 
ance of unnecessary incisions by removal of 
as many tumors as possible through a single 
incision; and (7) careful peritonization of 
the uterine incisions. 

The choice of method of delivery after my- 
omectomy requires individualization. If 
there are no other obstetric indications for 
cesarean section, patients whose tumors were 
small and superficial may be permitted vag- 
inal delivery. If, however, the integrity of 
the uterine wall is questionable, we feel that 
cesarean section is advisable. In cases be- 
tween these extremes, a test of labor under 
expert observation often results in normal 
delivery. Difficult labors must be avoided. 


Vaginal 

The scope of vaginal myomectomy is lim- 
ited to those relatively few cases in which a 
pedunculated submucous tumor protrudes 
wholly or partly through the cervix. An oc- 
casional cervical myoma is amenable to this 
approach. Ligation of the pedicle is advis- 
able before excision; morcellation is a valu- 
able aid in the removal of tumors which fill 
the vagina. As most such tumors are necro- 
tic and infected, their removal should be 
accomplished with as little trauma as cir- 
cumstances permit; rarely is hysterectomy 
advisable in combination with this proce- 
dure. 
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Hysterectomy 
Abdominal 

Abdominal hysterectomy is performed in 
approximately 80 per cent of our patients 
with myomas which require treatment. Dur- 
ing the past ten years the mortality rate 
has hovered around 1 per cent; the chief 
cause of death has been pulmonary embolism. 

Discussion of the contraindications to ra- 
diation therapy and to myomectomy has al- 
ready established our reasons for the choice 
of hysterectomy in this large percentage of 
cases. 

We believe that the cervix should be re- 
moved along with the body of the uterus 
unless its removal is contraindicated by the 
general condition of the patient, local condi- 
tions in the pelvis, or lack of skill and experi- 
ence on the part of the surgeon. Every case 
must be decided individually after careful 
evaluation of the involved factors. 

TeLinde has found that early cervical car- 
cinoma was present in 1 per cent of cases 
in which it was not suspected preoperatively. 
Approximately 10 per cent of the reported 
preinvasive carcinomas have occurred in cer- 


vices which appeared clinically to be normal. 
Unsuspected endometrial carcinoma and an 


occasional sarcomatous myoma are addi- 
tional reasons in favor of total hysterectomy. 
Although the true incidence of subsequent 
carcinoma in the retained cervix has not been 
established, there can be no doubt that its 
removal is of absolute prophylactic value. We 
have found that there is no shortening of 
the vagina or dyspareunia following total 
hysterectomy. 

To offset the advantage of total hysterec- 
tomy there are obvious disadvantages to its 
routine adoption. Removal of the cervix con- 
sumes additional time which can be ill af- 
forded if the patient is in poor condition. 
Obesity, complicating pelvic inflammatory 
disease, and endometriosis may render re- 
moval of the cervix so difficult that the addi- 
tional risk is not justifiable. 

The increasing incidence of uretero- and 
vesico-vaginal fistulas is strong evidence that 
the bladder and ureters are jeopardized by 
removal of the cervix. These disadvantages 
of total hysterectomy apply even to the most 
skillful surgeons, and they become infinitely 
more important in the hands of less experi- 
enced operators. 
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Because of these contraindications to re- 
moval of the cervix, only 80 per cent of the 
hysterectomies in our clinic are total. In 
those cases in which the cervix is retained, 
biopsy and local therapy are carried out sub- 
sequently ; we feel that cauterization and con- 
ization should not be done at the time of 
subtotal hysterectomy, because of the danger 
of infection. 

At a recent meeting of the American Board 
of Obstetrics and Gynecology, along with the 
Associate Examiners, there was a tie vote 
on the question of the desirability of con- 
serving ovarian function in women of 40 who 
are operated upon for benign uterine lesions. 
This vote is clear evidence of our lack of 
absolute information on this subject. 

We are strongly of the opinion that one 
or both ovaries should be saved, in patients 
with benign lesions, until the age of 45. Im- 
mediate menopausal symptoms are avoided ; 
the psychological adjustment of the patient 
is infinitely better; and because of the grad- 
ual cessation of ovarian function, the subse- 
quent menopause is but rarely noticeable. 


Vaginal 

Vaginal hysterectomy has a somewhat lim- 
ited, but definite, place in the removal of 
uteri which are not too large to be delivered 
easily into the vagina. Myomectomy and mor- 
cellation often facilitate the mobilization of 
a uterus of border-line size. The removal of 
large tumors per vagina by extensive mor- 
cellation, particularly in nulliparous women, 
is a procedure which few surgeons can ac- 
complish as safely as by laparotomy. 
807 Spruce Street 


The importance of !istening—As we gain more 
experience in the treatment of functional illnesses, 
we come to the realization that what we say and 
what we do is not nearly so important as giving the 
patient ample opportunity not only to air his prob- 
lems, but to vent in a safe place—the physician's 
office—a good many of his feelings; to say things, 
to express dissatisfactions, resentments, and other 
emotions that he does not feel safe in expressing 
anywhere else in the world for fear of what the 
world may do to him in revenge, If the physician 
simply listens, and represents a kindly, possibly 
understanding individual who has at least a desire to 
be helpful, who is not frightened by what the pa- 
tient says or does, who is not impatient, and who, 
most of all, is not going to try to play God—if we 
do only that, we have given the patient more than 
he is likely to get anywhere else, from anyone else. 
—H. M. Murdock: Some Aspects of Treatment in 
Emotional Illness, Wisconsin M. J. 48:237 (March) 
1949, 


NORTH CAROLINA MEDICAL JOURNAL 


October, 1949 


NORTH CAROLINA ACADEMY OF 
GENERAL PRACTICE 


President’s Address 


THE 


JOHN R. BENDER, M.D. 
WINSTON-SALEM 


As your president, it now becomes my duty 
to bring to you a message from your Acad- 
emy. If you are an American citizen, this 
Academy is interested in you. If you are a 
physician, this Academy is for you and de- 
sires your cooperation and support. If you 
are a general practitioner, this Academy is 
your organization, and it needs you in its 
official membership. 


History of the American Academy of 
General Practice 

Since this is our first state-wide scientific 
meeting, I feel that you should be informed 
of some of the progress your Academy has 
made, and what progress it hopes and ex- 
pects to make in the future. 

The American Academy of General Prac- 
tice was founded June 10, 1947, during the 
meeting of the American Medical Associa- 
tion in Atlantic City. At that time a small 
group of general practitioners assembled 
themselves at the Claridge Hotel and labori- 
ously worked out a plan and program for the 
general practitioners, who were in need of 
some type of organized strength then as 
never before. For two days and nights this 
group studied and discussed the features and 
practices of all the different groups of or- 
ganized medicine, and from the constitutions 
and by-laws of these organizations a consti- 
tution for this Academy was drafted. Appli- 
cation forms were printed, and by the time 
the meeting of the American Medical Asso- 
ciation adjourned, the American Academy of 
General Practice had been born and had a 
total membership of 219 general practition- 
ers, representing the forty-eight states and 
the territory of Hawaii. Four members of 
this founder’s group were from North Caro- 
lina, and two of them represent you on your 
Board of Directors today. 

From this modest beginning, your Acad- 
emy has grown and has become, in less than 
two years, the second largest group of medi- 
‘al practitioners in this country, exceeded 
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only by the American Medical Association 
itself. This record growth in membership, if 
it were the only advancement made along 
any line of endeavor, would be satisfactory 
evidence to most of us of the Academy’s fu- 
ture potentialities in organized medicine. 
The Academy’s achievements do not stop 
with growth alone, however, as anyone can 
assert who attended with me the national 
meeting of the Academy in Cincinnati earl- 
ier this month. Time will not permit me to 
tell you more about this meeting, but I refer 
you tothe New York Times of March 13 and 
Time Magazine of March 21. 


History of the North Carolina Chapter 


I am proud of the part which your North 
Carolina Academy played in the progress and 
growth of the American Academy, and I am 
sure that the officers of the national Acad- 
emy are grateful to you and to your organi- 
zation for the activity shown in this state. 
The first meeting was held in Greensboro on 
February 22, 1948, and in spite of sleet and 
snow, approximately 89 physicians were 
present at that meeting. By unanimous vote, 
the invitation of the American Academy to 
form a state chapter was accepted. After the 
election of a president, vice-president, and 
secretary for the chapter, the meeting ad- 
journed. 

In March of 1948, the executive officers 
met in Greensboro. Directors were appointed 
for the chapter, one to serve from each medi- 
‘al district in the state. The first meeting of 
this Board of Directors was held on May 2, 
1948, at Pinehurst. At this meeting, the state 
constitution and by-laws were read, ap- 
proved, and adopted. 

During the meeting of the State Medical 
Society in May, 1948, a booth was main- 
tained for registration of those physicians 
desiring membership in the Academy. About 
65 members joined at that time. The present 
membership is 186. 


Objectives of the Academy 


Shortly after this chapter was organized, 
much publicity was given it by the press 
and many questions were asked by laymen 
and physicians alike. The most frequent 
question was, “What does the organization 
propose to do, and in what way is member- 
ship beneficial?” The objectives and pur- 
poses of the Academy are as follows: 
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“1. To promote and maintain high standards of 
the general practice of medicine and surgery in North 
Carolina; 

“2. To encourage and assist young men and 
women in preparing, qualifying and establishing 
themselves in general practice; 

“3. To preserve the right of the general practi- 
tioner to engage in medical and surgical procedures 
for which he is qualified by training and experience. 

“4. To assist in providing postgraduate study 
courses for general practitioners, and to encourage 
and assist practicing physicians and surgeons in 
participating in such training; 

“5. To advance medical science and private and 
public health.” 

Opportunities and Responsibilities 
of Membership 

I can best answer the latter part of the 
question frequently asked—‘‘In what way is 
membership beneficial ?”—by relating a per- 
sonal story. 

Shortly after I began to practice medicine, 
I was approached by a man who was solicit- 
ing my membership in the American Auto- 
mobile Association. My question to him was, 
“What good is this membership to me?” 
After explaining the desirable features it 
‘arried in case of mishap, he closed with 
this remark, “Doctor, if you should never 
need it, it will never be of service to you.” 
That statement expresses my reaction to- 
ward membership in this Academy. If you 
feel that you do not need representation 
between you and the American Medical As- 
sociation, the American Academy of General 
Practice, or the federal government, that 
you need no further postgraduate education 
or short medical seminar courses; that you 
do not want the fellowship and contacts 
which this organization affords, then I would 
say, “Doctor, we can be of no service to you.” 
On the other hand, if you feel that you do 
have medical problems which you alone can- 
not solve or correct, your Academy is willing 
and anxious to have you discuss them, and 
to act as a liaison organization in your be- 
half. 

The North Carolina Academy has untold 
opportunities to advance the general practice 
of medicine in every section of this state, 
but I would have you remember that with 
each opportunity there is also a responsibil- 
ity. By accepting the opportunities, we can 
create a state-wide public relations commit- 
tee which will include every individual mem- 
ber, and it is the duty of every member to 
share these responsibilities. In no other way 
‘an we keep the practice of medicine in the 
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hands of the medical profession and restore 
to physicians the honor and dignity which 
they rightly deserve, but which they have 
long neglected and lost. 

Your Academy requires a minimum of 
150 hours of postgraduate training during 
every three-year period. This requirement, 
which is less than one hour per week, causes 
the general practitioner no hardship, but 
helps him to acquire a reasonable knowl- 
edge of the advancements made in medicine, 
and at the same time provides him with a 
much needed relaxation from his daily rou- 
tine. 

We the general practitioners must admit 
to ourselves that the practice of medicine in 
the stvle of the saddle bag and buggy has 
long since passed. We have been too willing 
to leave progress and change of style to the 
specialists and hospitals, and have taken lit- 
tle part in shaping the policies of organized 
medicine; yet we complain that the special- 
ists and medical institutions have left the 
general practitioners out in the cold. This 
situation is deplorable, but we must realize 
that in order to correct it, we must first 
correct ourselves. If we are to ask to be al- 
lowed to practice in hospitals, or to have a 
part in the training programs for our medical 
students, interns, and nurses, then we should 
be willing to show those of whom we would 
ask such favors that we have something to 
offer in return. 

Much has been said among the general 
practitioners of this state because we are 
not represented on the boards of our state 
institutions, or in the official families of 
our state and county health departments. 
Here, again, the fault is te be found with the 
general practitioners themselves. This organ- 
ization is most anxious to see this state of 
affairs corrected, and I am sure that your 
State Medical Society, and even the Governor 
himself will be most anxious and happy to 
have any general practitioner serve on any 
board or committee for which he is quali- 
fied and in which he is interested. 


Increasing the Number of General 
Practitioners 
In the present emergency created by the 
lack of physicians in rural areas, the general 
practitioner can do much to help by appear- 
ing before the pupils of rural high schools 
and picking from the student bodies desir- 
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able young men and women who are mentally 
and physically qualified for a career as a 
general practitioner. Let those young stu- 
dents know that you have their interests at 
heart, and that you desire to see them enter 
the general practice of medicine. The medical 
schools have already signified their willing- 
ness to consider favorably the applications 
of these rural students who are mentally 
equipped to meet the requirements of a medi- 
cal curriculum. Every member of the present 
freshman medical class at the University of 
North Carolina is a citizen of this state and 
many are from rural communities. 

While there is much to be said about the 
maldistribution of general practitioners 
within this state and the excessive number of 
specialists in ratio to general practitioners, 
this Academy has no intention of subsidiz- 
ing medical students and forcing them to 
practice in a community where doctors are 
needed ; nor does it believe that any pressure 
or coercion should be used to make anyone 
practice in a locality where he is incompati- 
ble. I feel that this should be a matter of 
individual choice. A federal grant or scholar- 
ship is not the complete answer, as this mere- 
ly puts the medical student and young grad- 
uate under a financial bond—a bond which 
can only be canceled by time, regardless of 
his ability to practice good medicine or his 
willingness to serve his rural clientele. This 
is placing too much responsibility upon the 
young physician and requires nothing of the 
community he serves. 

It is high time for the rural towns and 
communities to realize that they have a part 
to play in this program. If they are to get 
adequate medical service, they, too, will have 
to share a part of the burden. The commun- 
itv which is unwilling to provide the physi- 
cian with a comfortable home in which to 
live, a pleasant environment in which to rear 
his family, and an adequate office or clinic 
in which to pursue the art of medical practice 
has very little right to expect a young medi- 
cal graduate to come into its midst and put 
himself and his services at its disposal. 

This Academy has no quarrel with the spe- 
cialist or with any branch of organized medi- 
cine. We need the specialist and feel that the 
specialist needs us. We are all functioning 
parts of the machinery cf medica! practice, 
and the machinery can run more smoothly 
and effectively when we, as individuals, work 
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harmoniously together. We do not discount 
the need for specialists in every field of medi- 
cine, but we do feel that the hub of medical 
practice is the general practitioner, and that 
scientific research, medical education, and 
special training should revolve around this 
hub. 
Conclusion 

The American Academy of General Prac- 
tice does not expect to wield a big stick. This 
organization is first and foremost for the 
advancement of the general practitioner and 
the general practice of medicine. I would 
ask every physician, specialist or otherwise, 
to read and re-read the Oath of Hippocrates; 
on the basis of this oath we should build our 
structure and expand our services. With such 
a spirit of cooperation and service, we can 
build a broader and more harmonious under- 
standing among ourselves within the profes- 
sion, and between us and the public. There is 
no place in this Academy, or in the medical 
profession, for the individual who does not 
deem it desirable to advance in wisdom and 
grow in service to his fellow man. 


THE APPLICATION OF 
PSYCHOSOMATIC TECHNIQUES TO 
THE GENERAL PRACTICE OF 
MEDICINE 


MAURICE H. GREENHILL, M.D. 
DURHAM 


The physician engaged in the general prac- 
tice of medicine, more than any other worker 
in the field of medicine, is aware of the multi- 
plicity of factors contributing to the disease 
of his patient. The nature of his work, which 
brings to him at one time or another all va- 
rieties of clinical states and allows him con- 
tinuity of observation in the care of family 
groups, affords him the opportunity of deal- 
ing with these multiple factors. His vision 
can therefore extend beyond the diseased or- 
gan to an awareness of the relative roles 
played by physical, emotional, and _ social 
stresses in the environment of his patient. 
Upon the shoulders of the general practition- 
er of medicine rests the burden of preventive 
and curative medicine in this nation, and his 
close integration to the environment of his 

From the Department of Neuropsychiatry, Duke University 
School of Mediciae, Durham, Nerth Carolina. 
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patients gives him a broad and significant 
approach to medicine. 

This approach in modern times is called 
psychosomatic medicine. It is an approach 
which general practitioners of medicine have 
utilized for many decades. In contemporary 
times we are beginning to complete the circle 
from family doctor to specialist, back again 
to family doctor. “Psychosomatic medicine” 
means simply the consideration of the role 
of emotional factors in the disease process 
of the patient. Pathology and the emotions 
are related where the physiologic concomi- 
tants of emotion produce alteration in the 
structure of an organ system. The emotions 
in turn are influenced by the social environ- 
ment of the patient and by his relationship 
with other individuals. A correlation of path- 
ologic, social, interpersonal, and emotional 
factors exists therefore in the individual dis- 
ease. 

There is nothing essentially new in the psy- 
chosomatic approach; what is new is the ex- 
pansion of knowledge in psychosomatic tech- 
niques. Psychosomatic techniques are the 
methods utilized to evaluate emotional and 
social factors in disease. Whereas heretofore 
the general practitioner dealt with the emo- 
tional aspects of illness by intuition, now 
scientific research has made it possible to 
apply technical devices to this subject. 

An increase in knowledge of the chronic 
degenerative medical disorders has placed 
the methodology of the psychosomatic ap- 
proach on a more scientific basis. There is 
ample evidence in the literature to show that 
such chronic diseases as rheumatoid arthri- 
tis, essential hypertension, gastric ulcer, and 
bronchial asthma, to mention only a few, are 
strongly influenced by the emotional state 
of the patient. From these diseases we have 
learned much concerning methods of evalu- 
ating the importance of emotional stresses in 
the eticlogy and exacerbation of many dis- 
eases. Moreover, the application of the tech- 
niques of psychotherapy to general medicine 
has contributed much to an understanding of 
the methods utilized in evaluating and treat- 
ing the emotional component of illness. This 
approach is now being called psychothera- 
peutic medicine. 

Psychotherapy is a form of treatment in 
which the relationship between doctor and 
patient acts as the principal therapeutic 
agent. In this type of therapy the physician 
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handles the relationship in such a way that 
he enhances his influence over the patient in 
the direction of a re-educative process. The 
methods of handling this relationship are 
specific and technical. In psychotherapeutic 
medicine the physician establishes and main- 
tains this influencing relationship by inter- 
viewing techniques which are not designed 
to carry on a formal type of psychotherapy, 
such as a psychiatrist does with a psychoneu- 
rotic, but which are utilized to influence the 
patient toward giving a more comprehensive 
medical history to include the emotional and 
social, as well as the physical, contributing 
factors. 


Psychosomatic Techniques of Value to the 
General Practitioner 

Let us be more specific. The principal psy- 
chosomatic techniques which are of value to 
the general practitioner are: (1) the inter- 
viewing procedure, (2) the manipulation of 
the doctor-patient relationship, (3) the fo- 
cusing on emotionally charged topics in the 
medical history, (4) the methods of finding 
clues or leads into emotionally charged topics, 
and (5) the correlation of onset of disease 


to emotional crisis in the life of the patient. 


Interviewing 

Let us consider first the techniques of in- 
terviewing. The physician is dependent upon 
interviewing techniques. He must interview 
his patient in order to obtain a history and 
in order to gain reports of progress on re- 
turn visits. What are correct interviewing 
techniques which afford the greatest returns 
for the least amount of time? As an inter- 
viewer, the r“ysician can best act as a cata- 
lyst to evoke relevant facts from the patient. 
To operate most effectively as a catalyst. the 
physician must be a listener who himself 
talks no more than three tenths of the time. 
If he talks more than this, he ends up more 
often being interviewed by the patient than 
having the situation in his control. Usually 
it is not difficult to get the patient to do 
most of the talking. It is more difficult for 
the physician himself to keep quiet. If he 
keeps quiet and simply prompts the patient 
to talk further by repeating a phrase or a 
sentence of the patient’s, he will loosen a 
flood of talk. One might think, of course, 
that much of this talk on the part of the pa- 
tient is irrelevant and a waste of time, but 
such is not the case. The patient is usually 
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trying to tell the physician something of the 
utmost importance, and if the physician al- 
lows the patient to talk about those topics 
most charged with emotion, much relevant 
fact will be forthcoming. 


Manipulation of the doctor-patient 
relationship 

To the patient the doctor has a certain 
value. This value in every case fluctuates as 
the association between the patient and his 
doctor proceeds. The patient assigns high 
value to the physician when he first goes to 
him, viewing him as an authority and rely- 
ing upon his judgment. His estimation of the 
physician will increase as he is relieved of 
symptoms, and a personal warmth will creep 
into his feelings. He will consider his doctor 
as a confidant, a support, an omnipotent tig- 
ure who will sustain him in times of danger. 
He becomes dependent upon him, relies upon 
him, and is willing to be influenced by him. 
When the patient is dependent upon his doe- 
tor and views him with personal warmth and 
without criticism, the doctor-patient relation- 
ship is in a positive phase. 

Commonly, however, the feelings of the 
patient toward his doctor fluctuate. They 
proceed by waves and troughs. At times 
doubt may creep in, and as symptoms may 
fail to recede, critical or negative attitudes 
toward the physician may develop. If the 
physician overlooks the patient as a person, 
fails to grasp what the patient is trying to 
tell him, or cannot relieve his patient’s anx- 
ieties, the relationship becomes a negative 
one and the patient has more symptoms, 
withholds facts, becomes more independent, 
will not be influenced by his doctor, or may 
seek another physician. 

The relationship between the doctor and 
the patient involves also the feeling of the 
doctor toward his patient. Patients are sen- 
sitive to the feelings of the physician toward 
them. They can quickly begin to move away 
from the doctor if they sense that he is crit- 
ical or impatient, or has unkindly feelings. 

The doctor’s job is to keep the relationship 
in a positive phase. One of the surest ways 
of attaining, maintaining, and enhancing the 
positive feelings of the patient is for the 
doctor to be a listener, and to focus upon 
emotionally charged topics so that the pa- 
tient will unburden himself further. ‘The 
more the patient reveals to-the doctor of his 
own personal intimate life, the more positive 


October, 1949 


the relationship with the doctor becomes. The 
patient then reveals more facts of the medical 
history, is easier to manage medically, and 
may even lose his symptoms. 

Focusing on emotionally charged topies 

How does one focus upon the emotionally 
charged topics? One watches for expressions 
of feeling, indicated by the patient’s making 
extremely positive statements, changing his 
facial expression, or increasing his motor ac- 
tivity; one listens for heightened intonation 
of voice or change in mood. No matter how 
trivial the statements made by the patient 
at that time may seem to the physician, he 
must keep the patient talking in that area. 
With a little prompting of this sort, he more 
often than not releases a flood of talk from 
the patient which not only reveals facts but 
intensifies the doctor-patient relationship. 
This is what is called “ventilation.” The pa- 
ient ventilates or airs bottled up, symptom- 
producing emotions connected with disturb- 
ing topics. This is often therapeutic. It is up 
to the doctor to recognize those disturbing 
topics. 

Finding clues or leads into 
emotionally charged topics 

Only a few of the more important clues or 
leads given out by the patient in his exposi- 
tion of his history can be mentioned here. 
One of these is evidence of undue attraction 
to another individual. This should be fol- 
lowed up by a question concerning that in- 
dividual. The patient should be sounded out 
concerning individuals who have diseases in 
the same organ system that he does. This is 
one of the values of the history of familial 
incidence of disease. For example, when an- 
other individual in the family has the same 
complaints as the patient, that individual 
is apt to be of particular importance in the 
problems of the patient. 

Another clue is strong or extravagant 
statements concerning another person. For 
example, if a woman states, ‘““My husband is 
the most wonderful husband in the world,” 
it is likely that there are problems concern- 
ing the husband which have contributed to 
the illness. 

Still another clue is the significance of 
the area of the body involved in the patient’s 
compiaints. A woman with dysmenorrhea, 
abdominal pain, menstrual disturbance, or 
pelvic discomfort may be calling attention 
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to a marital problem. Headache often sug- 
gests a rage reaction at some one individual. 
Gastrointestinal disturbances, even gastric 
ulcer, are often associated with an emotional 
reaction to the loss of someone close to the 
patient by death or separation. 

Another clue is a seemingly trivial, incon- 
sequential statement made by the patient. 
Such a statement may seem irrelevant to the 
physician, but more often than not it is only 
irrelevant to the physician’s own scheme of 
taking the history, and may be the key which 
unlocks the entire medical situation. Physi- 
cians usually find these irrelevant statements 
annoying and time consuming; yet if their 
significance is recognized, they are time 
saving. Instead of interrupting or overlook- 
ing such statements, the interviewer should 
let the patient talk on about them, or pick 
them up and inquire about them. If, while the 
patient is describing his ulcer pain, he de- 
clares, ‘The pain is burning and intolerable; 
one Saturday night when I wasn’t working 
my wife went over to her mother’s, and it 
got so bad I had to call her home,” one should 
then say, “Tell me more about that.” The pa- 
tient will then probably unfold a marital 
and in-law problem. A correlation exists be- 
tween seemingly unrelated statements which 
appear so close together, and the patient 
shows the doctor this correlation sooner or 
later. 

These emotional or interviewing clues are 
not unlike other medical clues. The good di- 
agnostician is alert to observe minor patho- 
logic findings, such as eosinophilia, icteric 
sclera, and occult blood in the stools. These 
leads compel him to begin to formulate a 
tentative diagnosis and to focus his further 
investigation. The emotional clues are fol- 
lowed by the same general process. 


Correlation of symptoms to emotional crisis 


An extremely important psychosomatic 
technique is the correlation of onset or ex- 
acerbation of disease with emotional crisis 
in the life of the patient. More often than 
not an acute emotional stress is one of the 
factors which contributes to the precipita- 
tion of the medical symptoms. The technique 
of getting the correlation is a valuable tool 
in diagnosis, therapy, and prognosis. One 
does this mainly by listening for time cor- 
relations, 

We all know that it is often difficult to 
elicit the exact time of onset of symptoms. 
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Yet it is important that we attempt to do 
so, and that we remain alert for anything 
the patient tells about his recent experiences 
which occurred at the time of onset of the 
symptoms. Sometimes we are rewarded on 
the first visit; in other instances the corre- 
lation becomes clear on a return visit. Often 
we can ask the patient, “Was anything spe- 
cial happening in your life at the time your 
symptoms began?” and he will tell us. 

The same technique should be applied to 
the correlation of past illnesses, for this tells 
us what type of circumstances constitute par- 
ticular stress for the patient, and helps us 
to evaluate the duration of the exacerbation 
and to predict what will contribute to future 
exacerbations. Furthermore, an awareness 
on the part of the patient that his symptoms 
are correlated with emotional crises is often 
therapeutic. 


Application to General Practice 

How can these techniques—the interview- 
ing process, the doctor-patient relationship, 
the focusing on emotionally charged topics, 
the following of emotional clues, and the cor- 
relation of exacerbation with emotional 
crisis—be applied to the general practice of 
medicine? Let us consider first the taking 
of the medical history. To me this is the most 
essential part of diagnostic procedure. No 
matter how good our techniques of physical 
diagnosis or how elaborate our laboratory fa- 
cilities, the history of the patient in reality 
determines the diagnosis. The general prac- 
titioner may realize this fact more than any- 
one else. He uses basic laboratory techniques, 
but does not become dependent upon the elab- 
orate clinical laboratory to do his work for 
him. The history and the clinical signs are 
his laboratory. 


History taking 


Psychotherapeutic medicine is a more 
highly developed form of history taking than 
was formerly taught and utilized. It does not 
necessarily mean the taking of a longer and 
more detailed history. It means simply a 
sharpening of the focus on what the patient 
is trying to tell us. 

I would like to offer this suggestion. In 
the recording of the history it is important 
to know why the patient came to you at that 
particular time. To know this often puts the 
doctor on the right track of the patient’s to- 
tal problem. A patient comes to you seem- 
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ingly for relief of pain. Actually he may be 
coming to you for relief of a stressful situa- 
tion which has caused the symptom of pain, 
whether it be from arthritis, from an ulcer 
crater, or from a diverticulitis which has be- 
come pain-producing just at that time. One 
has to use interviewing technique, maintain 
a positive doctor-patient relationship, watch 
for topics which are charged with emotion, 
remain alert to clues, and concentrate on cor- 
relation to find out why the patient came 
when he did. I will give you two examples. 

A young woman came to the hospital with 
a moderately severe attack of Marie-Striim- 
pell arthritis. By the use of psychosomatic 
techniques it was found that both she and her 
husband desired her hospitalization in order 
to get the doctor to make a decision for them. 
The husband wanted to re-enlist in the army ; 
the wife was desperately against it. The wife 
hoped the doctor would say that the life of 
an army wife was unwise for a person with 
Marie-Striimpell arthritis. The husband hop- 
ed the doctor would state that the wife’s con- 
dition would not preclude his enlistment. 
What a loss of time it would have been to 
have treated only the symptoms and to have 
overlooked the cause of the hospitalization! 

A 39 vear old man with an active gastric 
ulcer had excruciating epigastric pain on ad- 
mission to the hospital. The following day his 
pain was gone, and it did not return during 
his hospitalization. There was seemingly no 
rational explanation for this occurrence. A 
ten minute interview, using the above-men- 
tioned psychosomatic techniques, revealed 
that the patient’s alcoholic brother, whom the 
patient detested, had brought himself and his 
four children to live with the patient. The 
patient could stand it no longer and, as it 
were, escaped to the refuge of the hospital, 
where his pain disappeared. 

One more point concerning history taking. 
The patient will often reveal the emotional 
precipitating stress in the first sentence of 
the history. The doctor can be alert to this 
fact and treat it as an important clue. He can 
then let it develop by permissive interviewing 
in which he listens and occasionally prompts 
the patient. For example, a 40 year old wom- 
an was hospitalized for a bloody diarrhea, 
which was ultimately diagnosed as mucous 
colitis. She was asked, ““When did your trou- 
ble begin?” and answered, “It began—let me 
see—the night before I went over to say good- 
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bye to my daughter; that was December 31.” 
Why did she have to say something so seem- 
ingly irrelevant as “. .. before I went over 
to say goodbye to my daughter”? It was as if 
the patient were thinking out loud, and it was 
significant. The physician simply said, “Your 
daughter?” and the whole story unfolded. 
The daughter was moving to Arizona: the 
patient was hostile because of this, and yet 
very much afraid to be left alone. The daugh- 
ter was expecting a baby, and the patient 
had problems concerning this. Her husband 
had committed suicide a vear before, and now 
she would be completely alone. Most medical 
patients will reveal situations such as this. 
They will ultimately, if given the chance, con- 
centrate on talking about such problems rath- 
er than about their physical symptoms. 

A 50 year old woman had a microcytic, 
hypochromic anemia and weakness. She be- 
gan her history thus: “I get so weak. The 
first night it happened I felt so weak they 
had to send for my husband.’’ Why did she 
have to be so seemingly irrelevant? Instead 
of asking a question from his standard his- 
tory outline, the physician prompted her by 
saying, “Send for your husband?” The whole 
story immediately unfolded: The patient had 
been sick since her husband worked away 
from home; a marital problem had driven 
him away, and her fear of losing him had 
brought on anorexia, malnutrition, and 
anemia. 

A 43 year old hypertensive began his his- 
tory: “I get dizzy. Sometimes I get so weak 
and dizzy I sneak home—my wife works— 
and go to bed.’”’ Why did he have to waste 
our time and say, “... sneak home” and “. .. 
my wife works”? He was really trying to put 
us on the track. It was very simple to find 
out what a “stew” he was in because of prob- 
lems with a mannish wife who competed 
with his inordinate ambition. He went on to 
tell us exactly that in his own words. 

In these ways the patient puts the em- 
phasis on what is important. Without these 
techniques the doctor may use his intuition 
to read meaning into a situation, and he may 
be wrong. Too often the physician attempts 
to explain a patient’s symptoms by saying, 
“This patient has a bad financial situation,” 
when the financial situation is not really im- 
portant in the patient’s immediate problem. 

I cannot emphasize enough the value of 
correlating the time of onset of symptoms 
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with emotional crisis as a technique in tak- 
ing the medical history. It is one of the most 
useful devices for obtaining an accurate his- 
tory. It is a weather vane which tells at 
once which way the wind is blowing. A 32 
year old man had severe pruritus scroti for 
which he had been treated by dermatologists 
for a year without results. The scrotum was 
edematous, erythematous, excoriated, and 
oozing. It was then found that the onset of 
the disorder coincided with his wife’s giving 
birth to stillborn twins. “How did you feel 
about that?” he was asked. The patient then 
related, with much emotion, a story concern- 
ing his forced marriage to his wife (immed- 
iately after which she had a spontaneous 
abortion), his disdain for her, his premature 
ejaculations, severe headaches, previous at- 
tacks of pruritus scroti, and the exagger- 
ated antagonism toward his wife which had 
been stirred up by another unsuccessful preg- 
nancy. Here was the main stress which pre- 
cipitated the attack of pruritus and which 
was still operating. Here was a fuller and 
more exact history revealed. And what is 
more, after this ventilation the condition 
cleared up. 

Finally, I want to point out that the emo- 
tional crisis connected with the symptom is 
an event which has profound emotional 
meaning to the patient. The event may be a 
seemingly trivial one to the physician, but 
that does not matter. What it means to the 
patient is what counts. 

Evaluation of psychic factors in disease 

The physician in general practice has to 
evaluate the importance of the psychic fac- 
tors in a disease. This is another application 
of psychosomatic technique. How may he do 
that? He of course should weigh all the con- 
tributing factors — anatomic, physiologic, 
bacterial, metabolic, and emotional — and 
place them in their proper proportions. He 
‘an evaluate the importance of the emotional 
factors in the following ways: 

(1) The emotional factors are particular- 
ly important in those cases in which the on- 
set of symptoms can be easily correlated with 
an emotional crisis. 

(2) Those patients with clinical signs of 
autonomic imbalance, such as hyperhidrosis, 
tremor of the hands, flushing of the face and 
neck, and so forth, are usually under emo- 
tional stress. 

(3) When a patient has symptoms in sev- 


540 NORTH CAROLINA MEDICAL JOURNAL 


eral areas of the body in addition to the main 
complaints centered in one organ system, 
emotions are playing a significant role. 

(4) If the patient relates his story hesi- 
tatingly or too glibly, he is apt to have emo- 
tional problems. 

(5) If the patient strongly attaches him- 
self to another individual and identifies him- 
self with that person, even having similar 
symptoms, emotional components to the ill- 
ness are apt to be present. 

Medical management of the patient 

A third application of psychosomatic 
technique to general practice is in the area 
of medical management of the patient. Suc- 
cessful medical management depends on the 
physician’s ability consistently to influence 
the patient to follow his recommendations. 
This means that he must allow the patient 
to grow dependent upon him, and, as we 
know, the patient remains dependent only if 
the doctor-patient relationship stays ina pos- 
itive phase. 

Successful management also requires a vig- 
ilant watch for emotional upheavals. When 
the patient stops following the prescribed 
course or has an increase in symptoms, this 
may signal an emotional crisis. If the physi- 
cian at those times will let the patient talk 
to him for even five minutes, an emotionally 
charged topic will often be forthcoming. Even 
such brief ventilation helps to dissipate the 
emotion and keep the patient on an even keel. 
The better the physician knows his patient, 
the easier it is to pick up the clues given by 
that patient, and the more quickly he can 
be restored to a stable management. A well 
regulated diabetic suddenly begins having 
glycosuria. The physician finds that the pa- 
tient has been overeating, and warns him. 
The givcosuria continues. He then listens to 
the patient, who states, “I shouldn’t eat like 
that. My wife says that, too.” “Your wife?” 
Then it comes out that the patient started 
overeating after a quarrel with his wife, and 
that matters are not smooth between them 
yet. After expressing his feelings to the phy- 
sician, the patient returns without difficulty 
to his diet. This method may sound too sim- 
ple to be true, but it works like that again 
and again. 

»sychotherapy 

Finally, a wore about the application of 

psychosomatic techniques to general prac- 
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tice in terms of psychotherapy. The general 
practitioner utilizes psychotherapy every 
day. By virtue of his broad approach to medi- 
cine and his closeness to his patient and 
patient’s family over many years, he learns 
the importance of the doctor-patient relation- 
ship, recognizes the dependency of the patient 
upon the physician, sees the correlations, is 
alert to charged topics, and is sensitive to the 
clues. He applies all of this in taking the 
history, in evaluating the role of the emo- 
tional component in disease, and in main- 
taining a stable medical management. He has 
often done this largely by clinical judgment. 
I have tried in this paper to point out upon 
what techniques this clinical judgment is ac- 
tually based. 

Of course the physician may deliberately 
set out, after making a diagnosis, to treat the 
patient by more psychotherapy and less phy- 
sical therapy. The same techniques are ap- 
plicable. A physician in the general practice 
of medicine is always doing some degree of 
brief psychotherapy, even in a brief office 
visit. He is relieving immediate emoticnal 
pressure which eventuates in physical symp- 
toms by letting the patient ventilate his feel- 
ings in a listening-interviewing technique. It 
is not always necessary for the physician to 
advise the patient to change his environment 
or to act for him when the ventilation re- 
veals a difficult life situation, for most often 
ventilation will free the patient to find his 
own solution. 

The general practitioner also helps the pa- 
tient correlate symptoms and emotional cri- 
sis. It is better to let the patient become 
aware of these correlations, himself, but ex- 
planation of the correlation may be permissi- 
ble when the physician is certain that the 
patient has great confidence in him. Careful 
timing is important, for if the doctor-patient 
relationship is not yet positive enough the 
patient will overlook the explanation or will 
begin to resist the doctor’s efforts to help 
him. That is also why telling a patient some- 
thing as general as, “Your trouble is related 
to your emotions,” often produces no results 
except to make the patient angry. He is not 
ready for explanation because he is not yet 
sure enough of his relationship with the doc- 
tor. 

Brief psychotherapy will work only when 
the patient is very dependent on the physi- 
cian and the physician is not afraid to foster 
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that dependency. It may be said that the doc- 
tor need not fear that the patient will become 
overattached to him, for most patients will 
not allow this to happen. As with ventilation, 
they will work out their own solution. 

Brief psychotherapy is founded on the cor- 
nerstones of ventilation, correlation, and de- 
pendency. 

Conclusion 

Psychosomatic techniques are not mysteri- 
ous. They are tangible, specific methods 
which can be learned. Nowhere are they 
more applicable than in the general practice 
of medicine. 


CARCINOMA OF THE STOMACH 
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Cancer of the stomach is one of the most 
common and at the same time one of the 
least curable of all cancers. It therefore rep- 
resents one of the greatest problems in can- 
cer control confronting the medical profes- 
sion today. 

In men the frequency of gastric carcinoma 
is surpassed only by that of cancer of the 
colon and rectum, and of the skin; in women 
it follows cancer in these two sites and in the 
breast and female genitalia (tables 1 and 
2)", As a cause of death, however, cancer 
of the stomach ranks first among all cancers 
in men and fourth in women. In both sexes, 
it is second only to cancer of the colon and 
rectum as a cause of death in patients with 
cancer (table 

Ten Year Experience at Duke Hospital 

In the ten year period from 1938 to 1947 
inclusive, 272 patients with carcinoma of 
the stomach were seen at Duke Hospital. 
Patients who did not consent to treatment, 
or in whom the diagnosis was not confirmed 
by roentgenograms are excluded from this 
number. 

Of these 272 patients 70, or 29 per cent, 
were immediately classified as incurable be- 
cause of clinically recognized metastases to 
the liver, peritoneum, supraclavicular nodes, 


From the Department of Surgery, Duke University School of 
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1. (a) MacDonald, FE. J.: The Present Incidence and Survival 
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tistics of the United States 1945, U. S, Government Print- 
ing Office, Washington, D. C., 1947. 
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Table 1 


Cancer Statistics 
(Males) 


Mortality 
United States, 
945 


Incidence | 
State of Connecticut, | 

1935-46 | 
18.5% 
17.8% 
12.9% 
10.7% 


Stomach 

Colon & rectum 

Prostate 

Lung 

Mouth, lip, 
larynx 

Kidney & bladder 

Skin 


17.3% 
12.0% 
11.38% 


Colon & rectum 

Skin 

Stomach 

Lip, tongue, 
larynx 

Prostate 10.2% 

Kidney & bladder 6.4% 

Lung 6.3% 


10.8% 


Table 2 
Cancer Statistics 
(Females) 


Incidence Mortality 
State of Connecticut, United States, 
1935-46 1945 


Female genitalia 
Breast 

Colon & rectum 
Stomach 

Kidney & bladder 
Lung 

Lip, tongue, 


Breast 25.3% 24.3% 
Female genitalia 24.5% 
Colon & rectum 13.8% 
Skin 1.3% 
Stomach 5.0% 
Kidney & bladder 2.8% 
Lip, tongue, 
larynx 1.6 

Lung 


or other sites. Of the 193 Ww were 
operated upon, 116 were found to be incur- 
able because of hepatic or peritoneal metas- 
tases, or direct extension to adjacent viscera. 
-alliative operations, including 4 resections 
and 20 gastroenterostomies, were done in 
this group of 116 patients. 

In only 77 patients was it possible to per- 
form resection with the hope of cure. This 
number is 40 per cent of the 193 who were 
operated upon, or 28.3 per cent of the 272 
originally seen. Of these 77 cases, 11 had a 
total gastrectomy and 6 had transdiaphrag- 
matic procedures for cardiac lesions. 

Nine operative deaths (including 2 in total 
gastrectomies and 2 in transdiaphragmatic 
procedures) occurred in these 77 cases, giv- 
ing an operative mortality of 11.6 per cent. 
Of the group resected in the first five year 


Table 3 
Deaths from Cancer in the United States in 1945 
(Both Sexes) 


Colon and rectum 
Stomach 

Female genitalia 
Breast 

Lung 

Prostate 

Kidney and bladder 
Lip, mouth, larynx 
Miscellaneous 


31,090 
25,832 
21,345 
17,133 
11,394 
10,145 

8,317 

7,175 
45,063 


Total 177,164 


54l 
6.7% 
6.10% 
2.4% 
| 
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period, 30.7 per cent of those who left the 
hospital alive following resection lived five 
years or longer. If this incidence is main- 
tained for the second five year period, a five 
year survival of 7.6 per cent can be antici- 
pated for the entire group of 272 patients. 

These statistics are shown more graphic- 
ally in table 4, where it is seen that in 70 out 
of every 100 patients with cancer of the 
stomach who present themselves in our clinic 
the lesion has already spread beyond the 
hope cf cure. Of those resected, 2 out of 
every 3 die of recurrences within five years. 
These statistics are essentially the same as 
those published elsewhere. In some clinics 
the resection rate is higher (35 per cent at 
Memorial Hospital in New York City’, 43 
per cent at the University of Chicago’, 50 
per cent at Massachusetts General Hos- 
pital’, 52 per cent at the University of 
Minnesota’; yet in none is the five year sal- 
vage rate any higher (6.6 per cent at the 
University of Minnesota, 7 per cent at Mas- 
sachusetts General Hospital, 7.4 per cent at 
the University of Chicago). 

In no other carcinoma seen with equal 
frequency is the five year survival rate as 
poor as in carcinoma of the stomach. Yet 
‘cancer of the stomach is curable, if it is seen 
arly enough and resected widely enough. In 
these two factors lies the only hope for re- 
ducing the mortality from carcinoma of the 
stomach. 

Extension of Operative Procedure 

It is improbable that further refinements 
in operative procedures will have much ef- 
fect upon the survival rate in carcinoma of 
the stomach. The mortality rate of the sur- 
gical procedures for resection is being re- 
duced. Carcinoma of the cardiac portion of 
the stomach has been accessible 
through the combined thoraco-abdominal ap- 
proach. Removal of wider areas of the stom- 
ach, including all of the greater and the gas- 
trohepatic omentums as recommended by 
Wangensteen’, is generally practiced. The 
technicue of total gastrectomy is now stand- 
ardized and has been advocated by some"? 
Moore, and 
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Table 4 


Results in Two Hundred and Seventy-Two Cases of 
Carcinoma of the Stomach Seen at Duke Hospital 
Between 1938 and 1947 


Out of every 100 patients 
! 


30 
70 
were 
inoperab 
= le operated 
admission 
| | 
40 
were 30 
incurable were 
resected 
operation 
| | 
died 27 
in the survived 


hospital 


7 
died of a are living 


recurrence after 
within 5 years 
5 years 


for all carcinomas of the stomach, though 
this practice has not met with general favor 
and probably never will be adopted. Ex- 
tremely radical resections of multiple vis- 
cera, as advocated by Brunschwig’, are pos- 
sible but are generally recognized as being 
only palliative. Extension of the range of 
operative procedures beyond those now in 
vogue, and reduction of operative deaths be- 
low their present level can hardly be ex- 
pected to improve perceptibly the five year 
survival statistics in carcinoma of the stom- 
ach. 

Earlier diagnosis and immediate and ade- 
quate surgery offer the only hope in the 
management of carcinoma of the stomach. 
Carcinoma of the stomach is recognized as 
a highly malignant lesion. It usually grows 
rapidly and spreads widely. Unless it is lo- 
cated in a place where it causes obstructive 
symptoms from the start or unless it ulcer- 
ates and bleeds, it may cause few symptoms 
while in a curable stage. Yet if it is to be 
cured, it must be recognized and treated 
while still a localized disease. 

Premalignant Lesions 

One of the means by which early treat- 
ment of carcinoma of the stomach can be 
attained is prompt surgical intervention for 
gastric lesions which are generally recog- 
nized as being either premalignant or easily 
misdiagnosed. 


Radical Resections of Advanced Intra- 
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Gastric uleer 

There has been much controversy over 
the question as to how often, if ever, gastric 
ulcers become malignant, since Mayo’s state- 
ment in 1907 that gastric cancer arose in 
a benign ulcer in 54 per cent of their pa- 
tients subjected to gastric resection for car- 
cinome in the previous two years. The most 
modern statements on the two sides of the 
question are those of Wangensteen'’' (“‘There 
can be no doubt of the finality of proof that 
cancer occasionally develops in a gastric ul- 
cer.”’) and Bockus"” (“Proof is lacking that 
many gastric carcinomas are due to degen- 
eration of gastric ulcers. It is unlikely that 
complete surgical removal of all benign ul- 
cers would materially reduce the incidence 
of gastric malignancy.’’). 

There can be no doubt, however, that can- 
cer of the stomach, if it does not develop 
originelly as an ulcer in some cases, can 
masquerade as a benian ulcer in many cases. 

Ranson"), at the University of Michigan, 
found microscopic evidence of carcinoma in 
10 per cent of 190 lesions resected as benign 
ulcers, and 17 of these 19 carcinomas had 
developed on the basis of an old chronic 
ulcer. Judd and Priestley''?', at the Mayo 
Clinic, reported that 10 per cent of 146 gas- 
tric ulcers treated medically were subse- 
quently found to be malignant, and that 
when they came to operation only 3 of the 
14 cases were operable. Allen and Welch’, 
at the Massachusetts General Hospital, 
found 14 per cent of 277 presumably benign 
gastric ulcers to be malignant at operation. 
Marshall and Welch"*, from the Lahey 
Clinic, found 19.8 per cent of 131 cases re- 
sected as benign gastric ulcers to be malig- 
nant on microscopic study. 

All who work with the problem know the 
difficulty of making a differential diagnosis 
between benign and malignant gastric ulcer- 
ation. The roentgenologist often cannot tell; 
the surgeon, with the lesion in his hand, 
frequently makes an incorrect diagnosis; 
9. Mavo, W. J.: The Contributions of Surgery to a Better 

Understanding of Gastric and Duodenal Uleer, Ann. Surg, 

45:810-817 (June) 1907. 

10. Bockus, H. Gastroenterology, 

Saunders Co., 1944, v. 1, p. 648. 
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. Allen, A. W. and Welch, €. E.: Gastric Ulcer: The Signifi- 
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and even the pathologist, who all agree 
should have the last word, is often wrong in 
the case where a small carcinoma is present 
in the margin of a large ulcer and study of 
serial sections from the entire lesions is nec- 
essary to bring to light the true nature of 
the condition. The situation is further 
clouded by the facts that many gastric can- 
cers produce symptoms suggesting an ulcer, 
that these symptoms sometimes respond to a 
medical regimen, and that the ulcer crater of 
a carcinoma will sometimes decrease in size 
under such a regimen. 

Since diagnostic errors occur at the best 
clinics in 10 to 20 per cent of the cases of 
presumably benign gastric ulcers, it is neces- 
sary that all so-called benign gastric ulcers 
be viewed with suspicion and that those 
which do not completely heal after two or 
three weeks of hospital care be resected. This 
conclusion is supported by the fact that sat- 
isfactory clinical cure uniformly follows gas- 
tric resection for benign gastric ulcers, and 
also by the extremely low operative mortality 
for such procedures. 

Polyps: Polyps of the stomach are not 
common, and therefore are not as important 
as ulcers in a consideration of premalignant 
or misdiagnosed lesions in the stomach. They 
may be solitary or multiple, and either neo- 
plastic or inflammatory in origin. 

Like polyps of the colon, they are generally 
considered to be likely precursors of cancer. 
Malignant degeneration has been reported in 
50 per cent of 37 cases of multiple polyposis 
by Pearl and Brunn"®’, in 22 per cent of 27 
solitary and 35 per cent of 20 multiple polyps 
by Stewart", and in 25 per cent of 48 cases 
by Spriggs and Marxer"”, The association 
of gastric and colonic polyps has been re- 
ported, and Ravitch") has described poly- 
poid adenomatosis of the entire gastrointes- 
tinal tract. 

We have not seen enough patients with 
gastric polyps to be able to formulate a policy 
for their care. It would seem reasonable to 
assume, however, that since cancer of the 
stomach is recognized as one of the most 
malignant of cancers and can be cured only 
in its early stage, and since the operative 
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mortality in gastric surgery is no longer pro- 
hibitive, an aggressive attitude should be 
taken toward these and all other premalig- 
nant or undiagnosed lesions within the stom- 
ach, and that their early complete removal 
should be the procedure of choice. 


Early Diagnosis 

The early diagnosis of carcinoma of the 
stomach will never be easy. The funda- 
mental biologic nature of the tumor, plus the 
natural indifference of patient and doctor 
to digestive complaints until symptomatic 
treatment fails, makes early diagnosis diffi- 
cult. 

Nothing is now known which will alter the 
malignant nature of gastric cancer. Until 
the day arrives when some easily introduced 
substance will cure malignant tumors, the 
only hope for curing cancer of the stomach 
is by early and adequate surgery. Early 
diagnosis can be attained only when patient 
and doctor demand diagnostic tests for di- 
gestive symptoms which do not respond to a 
short period of palliative treatment; or when 
mass diagnostic tests of all in the population 
over a given age, or of certain selected 
groups, can be done routinely. 

Gastroscopie examination, study of exfoli- 
ated cells according to the Papanicolaou 
technique, and examination of the fasting 
stomach content for acid and of the stool for 
occult blood are all helpful. At present, how- 
ever, roentgen examination of the barium 
filled stomach by a competent radiologist 
is the most reliable method of establishing 
a diagnosis of carcinoma of the stomach. 
More patients should be sent to radiologists 
for these examinations. 


Mass gastrointestinal x-rays 

Regularly repeated gastrointestinal roent- 
gen studies of all in the population over a 
piven age has been advocated as one means 
of early diagnosis of carcinoma of the stom- 
ach. St. John, Swenson, and Harvey", in a 
survey of 2413 patients over the age of 50, 
all free of digestive symptoms, found three 
malignancies. 

The high cost and small yield of positive 
results in such a survey are discouraging. In 
addition, the impracticability of mass x-ray 
surveys for everyone in the population over 
the age of 40 has been pointed out by Kirklin 
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and Hodgson”, who showed that such 2 
program alone would require the full time 
of three times as many roentgenologists as 
are now active diplomates of the American 
Board of Radiology. 


Photofluorographs 
Adaptation of the mass x-ray technique, 
as is now being used for chest films, to gas- 
trointestinal roentgenograms, has been ad- 
vocated as a practical means for the rapid 
examination of large numbers of persons. 
In such a procedure the original x-ray study 
is made on small films by a technician, and 
only those with positive findings return for 
fluoroscopic examination by the roentgenol- 
ogist. This technique is cheaper and requires 
less time from the roentgenologist, but there 
is serious question as to how accurate it will 
be in detecting early lesions in the stomach. 


Gastrointestinal x-rays of selected groups 

More gastrointestinal examinations of 
selected groups by competent roentgenolo- 
gists who combine careful fluoroscopic ob- 
servation with films probably offer the best 
means for the early detection of carcinoma 
of the stomach. Among the groups which 
should be included are patients with gastro- 
intestinal symptoms which do not subside 
after a week or two of palliative care, and 
those with achlorhydria or hypochlorhydria, 
unexplained occult blood in the stool, perni- 
cious anemia, or a family history of cancer 
of the stomach. 

Rigler'*") has reported the results of careful 
gastrointestinal x-ray examinations of 544 
asymptomatic persons over the age of 50 
who had achlorhydria or less than 30 units 
of free hydrochloric acid in the gastric con- 
tents after histamine stimulation. Three 
cases of gastric carcinoma and 19 of gastric 
polyposis were found in this group of 544 
patients. More gastrointestinal x-ray exami- 
nations of groups selected because they have 
findings suggestive of stomach lesions seem 
to offer the most effective means available 
at present for the early recognition of gas- 
tric cancers. 

Summary and Conclusions 

Cancer of the stomach is a common and 
a highly malignant tumor. In our experience 
70 per cent of the patients have incurable 
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lesions when they present themselves for 
treatment. 

Carcinoma of the stomach can be cured, 
if seen early enough, by radical surgical re- 
section. In our experience, however, only 
30.7 per cent of the patients who survive re- 
section and only 7.6 per cent of all who come 
to us with cancers of the stomach are alive 
after five years. 

Recognition and treatment of cancer of 
the stomach when it is still a localized and 
curable disease is difficult, because the fun- 
damental nature of gastric cancer is to grow 
rapidly and spread widely, and the natural 
tendency of patient and doctor is to procras- 
tinate. 

Two aids to the early diagnosis of cancer 
of the stomach are suggested: 

One is to look upon all so-called benign 
gastric ulcers with suspicion, since 10 to 
20 per cent of the cases diagnosed as benign 
ulcer in leading clinics of this country were 
proved to be malignant. 

The other is to enlist the aid of gastro- 
intestinal x-ray studies in more patients each 
year, Mass gastrointestinal x-rays will prob- 
ably never prove to be practical. However, 
in certain selected groups regularly repeated 
gastrointestinal x-ray studies can and should 
be carried out. These groups should include 
those with gastrointestinal complaints which 
do not yield to a week or two of palliative 
care, those with achlorhydria or hypochlor- 
hydria, those with pernicious anemia, those 
with unexplained occult blood in the stool, 
and those with a family history of stomach 
cancer. 


The distinction between hospital and medical ex- 
penses.—A couple of weeks ago an executive of a 
large corporation, a man in good circumstances, 
was irritated because his daughter’s overnight stay 
in a hospital following tonsillectomy had resulted 
in what he considered a greatly excessive charge. 
Whatever the justification for this charge, it came 
as a shock to this person of good means. We can 
only assume it would have been nothing short of 
staggering to the average working man. Does such 
a situation disturb you? It does me, because in the 
mind of the lay publie the distinction between medi- 
cal and hospital expenses is practically non-existent. 
If anything, the cost of hospital care is associated 
with the physician himself and he is given the blame 
if that cost seems exorbitant. I venture that there 
is no one here tonight who has not suffered some 
blame because the medical world has failed to ham- 
mer home this distinction—A. E. Cardle: The New 
Look in Medicine, Minnesota Med. 21:859 (Aug.) 
1948. 
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THIOCYANATE INTOXICATION 


ERNEST H. YOUNT, JR., M.D. 
and 
ELBERT A. MACMILLAN, M.D. 
WINSTON-SALEM 


Clinical Use 


Potassium and sodium thiocyanate were 
first introduced for the treatment of hyper- 
tension in 1903", but were little used until 
the favorable report of Westphal in 1926. 
Because of the frequency of toxic manifes- 
tations, their popularity soon diminished, 
and they were not widely used again until 
1936, when a method for controlling thiocy- 
anate therapy was advocated by Barker“. 

An evaluation of the efficacy of thiocyan- 
ates in the treatment of hypertension has 
previously appeared in this journal, and 
is not within the scope of this paper. One of 
us (E. H. Y.) has used the drug previously 
in another clinic, under optimal conditions 
for control of toxicity; variable and unsat- 
isfactory responses were obtained, although 
the relief from severe hypertensive head- 
aches was frequently striking. According to 
Sollman”’, a sustained fall in blood pressure 
occurs in about 30 per cent of patients with 
essential hypertension and in about 60 per 
cent of patients whose hypertension is due 
to glomerulonephritis. 


Pharmacology 
Thiocyanates are readily absorbed from 
the intestinal tract, and the thiocyanate ion, 
which is the basis for the pharmacologic ef- 
fect, is distributed through the extracellular 
tluids of the body, including the spinal fluid. 
The concentration in the spinal fluid is gen- 
erally less than that in the serum, however. 
No further breakdown of the ion occurs in 
the body, and therefore it has no actions in 
common with cyanide. Excretion is chiefly 
via the kidneys, and occurs in a slow and 
variable manner. The hypotensive action may 
From the Department of Internal Medicine, Bowman Gray 
School of Medicine of Wake Forest College and the North 
Carolina Baptist Hospital, Winston-Salem, North Carolina. 
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be due to relaxation of the smooth muscle of 
the blood vessels, but the suggestion has been 
made that it is an incidental effect pro- 
duced by the ingestion of a protoplasmic 
poison”, 

Thiocyanates are quite toxic and have not 
yet been accepted for inclusicn in “New and 
Nonofficial Remedies.” The Council on 
Pharmacy and Chemistry has advised 
against their use. Toxic manifestations in- 
clude weakness, “nervousness,” tinnitus, pru- 
ritus, nausea, vomiting, diarrhea, purpura, 
anemia, anginal pain, paralysis, psychosis, 
convulsive movements, coma, and death. 

We wish to emphasize the effect upon the 
central nervous system, and in so doing to 
report for the first time 5 cases of thiocyan- 
ate intoxication, including one fatality. 

Report of Cases 

In all the cases, signs of central nervous system 
irritation predominated. Information regarding pre- 
vious thiocyanate therapy was lacking, and the diag- 
nosis was never suspected on admission. The first 
two patients were admitted in states of mental 
confusion, and their serum thiocyanate levels were 
20 and 30 mg. per 100 ce., respectively. Both gradu- 
ally improved during hospitalization, on a therapeu- 
tic regimen which consisted primarily in maintain- 
ing an adequate fluid intake and output, 

The third patient entered in a semi-comatose con- 
dition with a serum thiocyanate level of 24 mg. per 
100 cc. After twelve days of hospitalization on a 
treatment regimen similar to that noted above, the 
patient was still confused and the thiocyanate level 
had dropped only to 10 mg. per 100 ce. When the 
patient was discharged at the end of five weeks, 
he was mentally clear and the thiocyanate level was 
8&8 mg. per 100 cc. Unfortunately renal function 
was not evaluated, so that the role played by the 
kidney in the delayed excretion of the drug could 
not be determined. 

The fourth patient was a 64 year old Negro man 
who was admitted to the Kate Bitting Reynolds Me- 
morial Hospital in Winston Salem on April 27, 1948. 
The finding of a blood pressure of 150 systolic, 90 
diastolic led to his receiving elixir of sodium thio- 
cyanate, prescribed as “Hypertensive Mixture.” The 
medication was continued until May 18, when the 
patient was seen in consultation by one of us 
(E. A. M.) because of the development of an acute 
psychosis characterized by confusion, hallucinations, 
disorientation, and violent psychomotor activity. The 
patient had never had any such psychotic manifes- 
tations previously, and the possibility of thiocyanate 
intoxication was suggested. A blood level taken then 
was 15 mg. per 100 cc. After the drug was discon- 
tinued the psychotic manifestations quickly cleared, 
und the patient was discharged on June 7, relieved 
of his symptoms and quite normal mentally. 

The fifth case, which terminated fatally, is de- 
scribed in more detail. 

A 74 year old white man was admitted to the 
psychiatric division of the North Carolina Baptist 
Hospital on January 13, 1948. Apparently he had 
6. Kessler, D. L. and Hines, L. E.: Hazards of Thiocyanate 
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Table 1 
Thiocyanate 
Admission Level* 
Diagnosis (Mg. per ludce. 
Cerebral 20 
arteriosclerosis 
? Bromide 
intoxication 
Hypertensive 
encephalopathy 
Hypertensive 
encephalopathy 
Hypertensive 
encephalopathy 
Central nervous 
system syphilis 


Symptoms 
Mental 
confusion 


Mental 
confusion 
Semi- 
coma 
Mental 
confusion 
5 Mental 
confusion 


level obtained after the diagnosis 


“The first 
Was suspected. 


thiocyanate 


been in good health, except for asymptomatic hy- 
pertension, until three weeks before hospitalization. 
At this time he complained of weakness of his legs, 
and shortly thereafter became slightly confused. His 
mental condition did not improve, and a Kahn test 
of the blood was found to be positive. For this reason 
the referring physician sent the patient to this hos- 
pital with a diagnosis of central nervous system 
syphilis. No history regarding thiocyanate admin- 
istration was obtained. 

On admission the patient was disoriented and 
mumbling incoherentiy. His blood pressure was 
100 systolic, 78 diastolic, the pulse 84 per minute, and 
the temperature normal. Ophthalmoscopic examina- 
tion was unsatisfactory, but revealed no striking ab- 
normalities. The chest was clear to percussion and 
auscultation; the heart was not enlarged, and no 
murmurs or arrhythmias were noted. A firm, pul- 
satile mass, thought to be an abdominal aneurysm, 
was felt posterior to the umbilicus. Moderate sclero- 
sis of the peripheral vessels was noted. Muscle tone 
appeared to be normal, and the tendon reflexes were 
hyperactive; the Babinski reaction was negative. 

Examination of the urine showed a 2 plus reaction 
for albumin, and 8-10 pus cells and 2-4 red cells per 
high power field. The hemoglobin was 11 Gm. per 
100 ce., and the red blood cell count was 3,800,000. 
Examination of the cerebrospinal fluid, including 
a serologic test for syphilis, was normal. The blood 
Kahn test was positive. The nonprotein nitrogen was 
76 mg. per 100 cc., and a urea clearance test showed 
54 per cent of average normal renal function. 

Thiocyanate intoxication was not considered until 
the second hospital day, when the blood level of the 
drug was found to be 54 mg. per 100 cc. Treatment 
was essentially the same as that administered in 
the other cases; however, the patient remained con- 
fused and irrational, and on the twelfth day of 
hospitalization he became comatose and died shortly 
thereafter. On the day of his death, the thiocyanate 
level was 13 mg. per 100 cc. of blood. The nonprotein 
nitrogen level remained relatively unchanged. 

The findings at autopsy included generalized ar- 
teriosclerosis and an aneurysm of the abdominal 
aorta, Microscopic examination of the kidneys re- 
vealed a few hyalinized glomeruli and some areas of 
lymphocytic infiltration. Several sections of the lung 
showed evidence of acute bronchopneumonia, Exami- 
nation of the brain revealed atrophy of the cerebral 
cortex, but no evidence of thrombi or hemorrhage; 
microscopic examination was negative. 


Comment 
There have previously been reported 9 
fatalities due to the therapeutic administra- 


|_| 
Case 
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tion of thiocyanate'’". The sequence of 
events observed in our case was similar to 
that seen in the other fatal cases and noted 
in experimental animals’. The first symp- 


tom was that of weakness, which may have 
been due to a marked lowering of the blood 
pressure. A psychotic reaction next became 
apparent, and was evidence of the severe 
toxic effect upon the central nervous system. 
Finally, despite a drop in the thiocyanate 
level, the patient became comatose and died. 


Relation of Intoxication to the Blood Level 
and Dosage of Thiocyanate 

Before prescribing a potentially danger- 
ous drug such as thiocyanate, the physician 
should give careful consideration to the toxi- 
city of the drug and the facility with which 
this may be controlled, and should decide 
whether or not the risk involved is justified 
by the possible gain for the patient. Barker’? 
found that the number and severity of 
toxic effects are roughly proportional to the 
blood level of the drug. He considered the 
optimal therapeutic level to range between 
8 and 12 mg. per 100 ce., and noted that 
toxic symptoms increased rapidly with levels 
above 20 mg. per 100 cc., but were not se- 
rious until levels of 30 to 50 mg. were 
reached. In only 5 of the 9 fatal cases pre- 
viously reported were thiocyanate levels re- 
corded. and the highest levels in these cases 
were 18.7 mg., 21.7 mg., 36 mg., 29 mg. and 
25.3 mg., respectively. Perhaps in the major- 
itv of patients the toxie levels reported by 
Barker are applicable; however, the reported 
cases serve to demonstrate the small margin 
that exists between therapeutic and toxic 
concentrations in some cases. 

Del Solar and his associates'™) have com- 
mented upon their inability to explain the 
high content of thiocyanate in the tissues at 
necropsy, despite the presence of a low blood 
level of the drug. It might be postulated that 
in seriously ill patients the drug is diluted 
not only by extracellular fluid but also by 
intracellular fluid, since damage to cell mem- 
branes may allow the ion to occupy a posi- 
tion within the cell as well as outside the 
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cell. If this explanation is correct, one would 
expect not only a misleading blood level, but 
also interference with intracellular enzyme 
systems by the thiocyanate ion. 

Because the thiocyanates are excreted in 
an unpredictable manner and tend to accum- 
ulate, especially in the presence of renal dis- 
ease, it is difficult to control the blood con- 
centration of the drug. It is impossible to set 
an average maintenance dose, since this has 
been found to vary from 0.3 Gm. weekly to 
1 Gm. daily, and to fluctuate from time to 
time in the individual patient’. A non-fatal 
case was recently reported in which a patient 
was maintained for two weeks on 0.3 Gm. 
three times daily, and at the end of this pe- 
riod had a thiocyanate level of 8 mg. per 
100 ce. of blood. After one additional week of 
treatment, with no change in dosage, the pa- 
tient became disoriented, and her blood was 
then found to contain 22 mg. of thiocyanate 
per 100 cc.". Of interest also are the two 
fatal cases reported by Goldring and Chas- 
is''’'; one of these patients received only 
9.77 Gm. of thiocyanate in fifteen days, and 
the other received 14.5 Gm. in eighteen days. 
In the case reported by Garvin" which term- 
inated fatally, the patient received only 9 
Gm. in fifteen days. 

Summary and Conclusion 

Five cases of thiocyanate intoxication, in- 
cluding one death, are reported. The mani- 
festations caused by irritation of the central 
nervous system are emphasized, and it is sug- 
gested that an unexplained psychosis occur- 
ring in a hypertensive individual should sug- 
gest the possibility of thiocyanate intoxica- 
tion. A diagnosis of hypertensive encephalo- 
pathy was made in 3 of our 5 cases. This 
vague term has doubtless been applied to 
many unrecognized cases of thiocyanate poi- 
soning. 

Attention is called to the narrow margin 
between the toxic and therapeutic dosage. We 
feel that thiocyanate administration is clin- 
ically hazardous and unreliable, and do not 
advocate the use of these drugs. If thiocy- 
anates are to be prescribed, their use should 
be limited to hypertensive patients with ade- 
quate renal function, and administration 
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should be supervised by frequent determina- 
tions of the blood concentration of the drug. 

The habit of prescribing medications by 
nicknames (“Hypertensive Mixture”), as 
was done in case 4, must be condemned. 


The authors are indebted to Dr. William A. Wolff 
for chemical studies reported in this paper. 


THE PROBLEM OF INFANTILE 
CEREBRAL PALSY 
F. C. MCMAINs, M.D.* 
GREENVILLE, SOUTH CAROLINA 
Foreword 

In 1945 the General Assembly of North 
Carolina passed act “S.B. 178—an act pro- 
vidiny for the establishment of a hospital 
for the treatment of children afflicted with 
cerebral palsy. Said hospital to provide facil- 
ities now unavailable in this state in either 
public or private institutions.” 

The North Carolina Hospital for the 
Treatinent of Cerebral Palsy is now under 
construction, and will be ready for occupancy 
by December, 1949. The hospital is located 
just outside of Durham, near Duke Hospital, 
on a tract of land donated to the state by 
Duke University. The following article 
should be of interest to all physicians and 
others concerned with the type of child to 
be treated in the North Carolina Hospital 
for the Treatment of Cerebral Palsy. 

LENOX BAKER, M.D. 
* 

The problem of cerebral palsy is of great 
importance because of its high incidence and 
because its duration is the lifetime of the 
patient. The fact that no known medical 
means, preventive or therapeutic, is effec- 
tive in reducing its frequency accents the 
necessity for early diagnosis and correct dif- 
ferentiation of its various types. 

Incidence 

It is estimated that in the United States 
there are about 56,000 persons under 20 
years of age who are mentally normal but 
exhibit moderate physical disability due to 
cerebral palsy". Phelps‘) in 1942 found the 
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incidence of cerebral palsy to be 7 cases per 
100,000 births. He found that one out of 
every 7 patients dies before the sixth year, 
and two become mentally defective and re- 
quire permanent institutional care. The sig- 
nificant case load, therefore, is 4 per 100,000 
births. One of these 4 patients will be so 
severely handicapped as to be essentially a 
nursing problem, even though mentally nor- 
mal; two will be moderately handicapped and 
capable of great improvement; and_ the 
fourth will be so mildly affected that exten- 
sive treatment will not be indicated. 

Since the incidence of cerebral palsy is 
proportional to the number of births, it is to 
be expected that the total case load will in- 
crease as the birth rate rises. The incidence 
of cerebral palsy seems to be much lower in 
the Negro race than in the white; there 
is no significant difference in its relative fre- 
quency in the various economic brackets. 
Twenty years ago practically all children 
with cerebral palsy were considered to be 
mentally defective. It is now believed that 
only 30 per cent should be placed in this 
-ategory. The error apparently arose from 
failure to appreciate the speech, visual, and 
auditory handicaps which often accompany 
cerebral palsy. 

Types 


For clinical purposes cerebral palsy in chil- 
dren may be divided into three types: 
(1) “true” spasticity, (2) athetosis, and (3) 
ataxin. The number of spastic children and 
that of athetoid children are about the same, 
wherees the ataxic group comprises only 
about 20 per cent of the total. 

Spasticity 

The spastic suffers from a loss of tissue 
in the motor areas of the brain or in the 
tracts leading from these areas. The com- 
monly accepted theory of the mechanism pro- 
ducing spasticity is that the motor pathways 
are interrupted by a lesion which removes 
the higher inhibitory centers, leaving the 
lower reflex arcs intact and uncontrolled. 
Not all cases are due to this release phenom- 
enon; many result from the predominance 
of one group of descending pyramidal and 
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extrapyramidal impulses over another. Hem- 
iplegias, quadriplegias, and paraplegias rep- 
resent 90 per cent of the pyramidal tract 
lesions. Some cases are due to simple irrita- 
tion of motor tracts. 

The individual spastic muscle may be op- 
posed by a spastic, flaccid, or normal antag- 
onist, and so produce a picture of muscular 
imbalance. It is therefore essential that a 
definite diagnosis of true spasticity be made 
prior to initiation of treatment. 

The truly spastic muscle exhibits the 
stretch reflex; this phenomenon alone is 
pathognomonic. Other neurologic signs often 
exhibited by the spastic child are hyperac- 
tive tendon reflexes, absent skin reflexes, 
and a positive Babinski sign. 


Athetosis 

Differentiation of the athetoid from the 
spastic child is at times difficult, and may 
require close observation over a consider- 
able period. Athetosis is characterized by in- 
voluntary motions which are exaggerated by 
excitement and by attempts to carry out pur- 
poseful movements. The muscles themselves 
are essentially normal. The abnormality lies 
in the nerve impulses to the muscles. The gen- 
erally accepted belief is that it is caused by 
degeneration of the cerebello-rubro-thalamo- 
cortical pathway and the release of the py- 
ramidal system from its controlling influ- 
ence. The primary motion patterns, which 
are lacking in the spastic child, are present 
in the athetoid. 

The athetoid who voluntarily contracts 
either antagonistic muscles or all muscles 
in an attempt to prevent involuntary motion 
must be differentiated from the spastic. As 
such voluntarily applied tension gradually 
becomes habitual, the athetoid patient may 
assume many characteristics of the spastic. 


Ataxia 

The ataxic patient has difficulty with 
equilibrium. Damage to the cerebellum or, at 
times, to the eighth nerve produces this typi- 
cal picture. 

A combination of types is not uncommon. 
Each type may show some features charac- 
teristic of the other two types. 

Etiology 

The causes may be grouped chronologically 
into three periods: prenatal, natal, and post- 
natal. 
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Prenatal period 

The prenatal period, which formerly was 
thought to be of relatively minor importance, 
has, as a result of more recent studies, been 
found to be the principal interval involved. 
McGovern and Yannet') classified 75 per 
cent of a series of 127 cases into an “undif- 
ferentiated category” in which both birth 
trauma and acquired cerebral defects were 
excluded as causative factors. Such patients 
are referred to as developmental defectives. 

The incidence of cerebral palsy is known 
to be higher in premature infants. To ex- 
clude the element of birth trauma in the 
presence of prematurity is not always pos- 
sible. It has been shown rather conclusively, 
however, that many premature babies who 
do not suffer birth trauma are affected by 
cerebral palsy. An example is the premature 
infant who is delivered by cesarean section. 
Many infants with developmental defects are 
mature at birth. 

The pathologic findings in the brain con- 
sist of small gyri, distortion of the gyrus 
pattern, irregular sulci, lack of uniformity 
of the brain, uneven grey layer, and irregu- 
lar strands of grey matter penetrating into 
the white matter”; their origin cannot be 
satisfactorily explained. These findings sug- 
gest an early disturbance of development in 
the embryo. Many of the quadriplegic and 
paraplegic cases are due to developmental 
defects. In these cases the involvement is bi- 
lateral, often symmetrical, and a high per- 
centage show other evidence of developmen- 
tal disorder. 

Only a small number of the cases of de- 
velopmental defect are accounted for by 
maternal deficiency. Erythroblastosis, known 
to be responsible for approximately 5 to 10 
per cent of all cases of cerebral palsy, be- 
longs in the group of prenatal factors, as 
its destructive process begins well in ad- 
vance of birth. 


Natal period 

During delivery, excessive pressure of for- 
ceps on the skull may cause subdural hem- 
orrhage; undue traction by instruments, by 
stretching the neck, may rupture the vein 
of Galen; and extension of the head may 
‘cause fracture of the odontoid process with 
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displacement. Any of these obstetric trau- 
mas may result in cerebral palsy. 

Drugs given to the mother during labor 
may cause asphyxia, anoxemia, and intracer- 
ebral hemorrhage in the infant. The umbili- 
cal cord may encircle the neck, interfering 
with venous return and causing asphyxia. 

Despite the number of possible causative 
factors involved, not more than 10 per cent 
of the cases begin in the natal period. 


Postnatal period 

The postnatal factors include infectious 
processes, especially encephalitis and pertus- 
sis in infants under 6 months of age. Con- 
vulsions during the first three months of 
life, regardless of etiology, occasionally cause 
cerebral hemorrhage. Obviously trauma to 
the head at any age may also cause cerebral 
hemorrhage. In the final analysis, however, 
not more than 24 per cent of the cases are 
due to acquired cerebral defects. 


Treatment. 

In beginning treatment early in life, one 
must remember that many of the harmful 
phenomena are progressive. The parents 
must be cautioned that little or no objective 
improvement may be exhibited, and that even 
in static cases there is frequently an ap- 
parent progression of the condition. It should 
be explained that as full myelinization of the 
nervous system takes place the true picture 
unfolds, the defects standing out more 
strongly until after adolescence, when the 
central nervous system becomes stabilized. 

Treatment of the diverse effects of cere- 
bral palsy requires the combined services of 
several different specialists in medicine and 
its allied sciences. In order that no phase be 
neglected either by chance or by the overzeal- 
ousness of any one group, it is imperative 
that the program be directed by one coordin- 
ator. The choice of this coordinator will de- 
pend upon individual circumstances. He may 
be the pediatrician, the neurologist, the phy- 
siatrist, the orthopedist, or any of the other 
members of the team. 

Since the general practitioner or the pe- 
diatrician supervises the care of well babies, 
the burden of early diagnosis and referral to 
proper centers rests upon his shoulders. 
Every case of cerebral palsy should certainly 
be diagnosed during the first year of life; it 
is inexcusable for a patient to reach the age 
of 4 or 5 years before an organized effort 
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is made to treat the condition. The early 
correction of auditory and visual defects is 
especially important. 

Speech therapy 

Speech difficulties may arise either from 
a lesion in the motor area of the brain sup- 
plying the speech muscles, or from a defect 
in the speech center proper. This problem is 
one for the well trained speech therapist. 
If an adequate solution can be provided, the 
ability of the patient to achieve successful 
rehabilitation and economic independence 
will be greatly enhanced. 

»sychiatric evaluation 

After evaluating the patient’s mental sta- 
tus, the psychiatrist and the psychologist 
must attempt to reconcile the patient to his 
limitations and give him a thorough under- 
standing of himself. 

Surgical treatment 

Peripheral surgery is of value only in the 
case of the spastic child. At best it is merely 
an adjunct to the general plan of treatment, 
and in many cases surgical correction is not 
indicated. The criteria suggested by McCar- 
roll and Schwartzman for surgical inter- 
vention are stringent but may serve as a 
guide. These authors recommend that the 
patient have an adequate sense of balance, en- 
abling him to walk without support; have 
mild or no athetosis; be mentally able to 
cooperate; and, preferably, have satisfactory 
speech. 

In patients who are severely retarded men- 
tally, only the simplest operative procedures 
which will help in maintaining body cleanli- 
ness are to be considered. Any extensive re- 
habilitation program in these retarded pa- 
tients is doomed to failure. 

In any case, the over-all surgical program 
for the spastic child can be more compre- 
hensively outlined with the aid of muscle 
charts of the type employed for the polio- 
myelitis victim. By this means the status of 
all muscles may be known and corrective 
measures may be evaluated in advance. 

The most common deformity of the lower 
extremities is equinus, in which there is a 
contracture of the gastrocnemius and soleus 
muscles. Some cases are further complicated 
by weakness or paralysis of the dorsiflexors 
of the foot. Accompanying equinus there is 
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often lateral deviation of the foot or deformi- 
ties of the toes. Procedures which may be 
used in the surgical treatment of equinus 
are lengthening of the heel cord, neurectomy, 
and arthrodesis. 

Lengthening of the heel cord is most fre- 
quently used. This procedure is often em- 
ployed at an age when arthrodesis is contra- 
indicated. Care must be taken to avoid ex- 
cessive lengthening; the foot should be im- 
mobilized at a right angle in plaster until 
firm healing has taken place. After the 
wound has healed, night casts and dorsiflex- 
ion exercises should be instituted. The most 
common cause of recurrence of the deformity 
is improper postoperative care. 

Popliteal neurectomy is of value only in 
the mild cases in which the deformity can 
be corrected under anesthesia. 

Neither of these methods can stabilize a 
foot which is in a valgus or varus position, 
nor can they eliminate a foot drop if the 
dorsiflexors do not develop power after the 
deformity is relieved. The indicated proced- 
ure in these two conditions is an arthrode- 
sis; this, however, is rarely if ever indicated 
prior to 8 or 9 years of age”. If controllable 
muscles are available, their transplantation 
will usually solve the problem of foot drop. 

The deformity noticed about the knee is 
frequently one of flexion. Hyperextension, 
unless a complication of an operation, de- 
pends ordinarily on an equinus deformity 
with a tight heel cord; with treatment of the 
primary condition it corrects itself. The best 
procedure for flexion deformity of the knee 
is to lengthen the hamstring muscles and 
advance the heads of the gastrocnemius. 
When there is a fixed deformity, the knees 
need to be straightened by a wedged cast 
prior to operation. In mild cases which may 
be treated by advancement of the tibial tu- 
bercle, care must be exercised to prevent 
disturbance of the epiphyseal plate. Only in- 
frequently is posterior capsulectomy of value. 

The deformities most commonly seen about 
the hip are those of (a) adduction with a 
scissors gait, (b) internal rotation, and (c) 
flexion. Surgery is seldom indicated before 
the sixth year; other means of preventing 
hip deformities are important in order to 
prevent pelvic obliquity. 

Intrapelvic obturator neurectomy is of 
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value when there is no fixed adductor con- 
tracture. When this contracture is present, 
section of the adductors plus anterior ob- 
turator neurectomy will correct the adduc- 
tion deformity of the thigh. 

Internal rotation of the thigh can often be 
corrected by section of the gluteus medius 
and gluteus minimus muscles. When there 
is an organic contracture of the internal ro- 
tators and tensor fasciae femoris, a supra- 
condylar derotational osteotomy almost al- 
ways produces good results. 

Flexion deformity of the hip can be cor- 
rected by subcutaneous tenotomy of the 
structures attached to the anterior superior 
spine of the ilium. A Soutter operation is sel- 
dom indicated. 

Surgery of the upper extremity is in gen- 
eral quite unsatisfactory, because of its com- 
plexity of function. As a result, reconstruc- 
tion surgery fails in its main purpose—that 
is, improved function with correction of the 
original deformity. Most frequently the re- 
sult is merely a correction of the deformity 
without improvement of function. Pronation 
of the forearm and flexion of the wrist are 
the most frequent deformities. Wrist flexion 
may be corrected by arthrodesis of the car- 
pal bones to the radius. 

Surgical treatment of the athetoid patient 
is still at best questionable. Recently Stowell 
and Gardner’ have used cordotomy for re- 
lief of pain and improvement of muscular 
function. Their work has been limited and 
it appears that physical therapy is still the 
best means of treatment. 

Surgery is not indicated for the ataxic 
child. 


Drug therapy 

In recent years the possibilities of a pharm- 
acologic approach to the cerebral palsy prob- 
lem have been recognized. This type of ther- 
apy serves to ameliorate the abnormal mus- 
cular mechanisms and facilitate purposeful 
neuromotor training. 

Before considering the action of drugs one 
needs to recall certain fundamental facts 
of muscle physiology.” Normally a muscle 
responds to increasing frequency of stimula- 
tion by increasing its rate of contraction. 
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The Wedensky inhibition is that point above 
which increased frequency of stimulation 
will not increase muscular contraction, but 
will produce muscular relaxation. This block 
appears to be at the myoneural junction, as 
the nerve will still conduct impulses and the 
muscle respond to direct stimulation. 

The curare compounds''”) seem to create 
a like inhibition at frequencies which are 
lower and of clinical significance. Certain 
concentrations of curare make it possible 
to filter the volley of impulses and lower 
the rate of bombardment. The dosage must 
be individualized and repeated every fourth 
day. Tubocurarine has been found to be the 
most efficacious drug, in that it is most con- 
stant in action. 

The use of these drugs greatly reduces the 
muscle tone and makes re-education easier. 
With improvement in the range of motion, 
and in the habit patterns, training in early 
life is possible. Fixed deformities, muscular 
imbalance, and atrophies are not so likely to 
occur. 

The role of Prostigmine is still unsettled"! 
It seems, however, to facilitate the correction 
of contractures with braces or wedged casts, 
and to make the patient more comfortable 
during the period of correction. It is most 
useful in cases of spasticity. 

The hydantoin group of drugs is of great- 
est usefulness in conditions of increased ten- 
sion such as those produced by excitement. 
Thus they are indicated in tension athetosis. 

Many other drugs have been used; how- 
ever, either their mode of administration or 
the high dosage required for clinical re- 
sponse makes them undesirable in their pres- 
ent form. 

Physical therapy 

The role of the physical therapist is per- 
haps the most important. Through her pa- 
tient and diligent care, fixed deformities and 
contracture can be prevented. Physical ther- 
apy is essentially the only hope for the athe- 
toid and the ataxic patient. 

In general the aim of the physical thera- 
pist is to start treatment early, thus pre- 
venting contractures and enabling the child 
to obtain conscious control of motor function. 
A diligent attempt must be made to have 
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the patient follow a normal pattern of devel- 
opment with regard to age; that is, the infant 
should be able to sit up at 6 months, creep 
at 10 months, and stand alone at 15 months. 
It is necessary to have domination of one 
hand over the other. 

The prime purpose of physical therapy for 
the athetoid is to teach the patient to relax. 
Only when the patient is able to relax can 
muscle re-education begin. Muscle-strength- 
ening exercises are not indicated. 

It is usually best to start the training at 
the proximal portion of the athetoid extrem- 
ity and work distally. Obviously nothing is 
accomplished when control of the hand has 
been obtained without control of the forearm. 

Physical therapy is as imperative for the 
spastic child as for the athetoid or the ataxic. 
Without proper pre- and post-operative phy- 
sical therapy, almost any surgical correction 
will at best produce only a fair result. The 
patient must grasp the primary patterns 
before attempting to learn the more complex. 
Rhythm, speed, and accuracy will appear as 
simultaneous movements become coordinated. 

Their impaired equilibrium increases the 
difficulty of teaching ataxic children a new 
sense of balance. The objective of physical 
therapy is to substitute a conscious control 
of balance for the normal, automatic mechan- 
ism. 

Bracing 

Braces are used in cerebral palsy to pro- 
vide better control of extraneous motions, to 
increase stability for standing or sitting, and 
to improve leg posture. In younger children 
braces prevent the development of deformi- 
ties; in the older age group they are used 
in the correction of malpositions which de- 
velop as a result of muscle weakness, spas- 
ticity, athetosis, or rigidity. 

It is practically impossible to maintain a 
sitting balance if the thighs cannot rest on 
the seat. The leg position is greatly improved 
by the use of a brace which holds the thighs 
down with the legs in abduction, plus a pelvic 
band which prevents rotation. In this posi- 
tion the patient can sit without using his 
hands for support. 

The use of night and day braces, along 
with close supervision, is frequently of value 
in the treatment of equinus. The child whose 
neck muscles are so weakened that the head 

‘cannot be held erect, as well as the patient 
with severe spinal muscular imbalance or 
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flexion contracture of the knee, can be helped 
by the use of proper bracing. 
Occupational therapy 

After the patient has grasped the funda- 
mental patterns of training, the occupational 
therapist may begin a program of rehabili- 
tation. The objective is to teach the patient 
some gainful occupation in which he can uti- 
lize defective muscles over which control 
‘an be established. As may be expected, close 
cooperation must be maintained between the 
physical therapist and the occupational ther- 


apist. Conclusion 


The demands of the infant with cerebral 
palsy are tremendous, and his needs will be 
met only by educating the public, as well as 
the medical profession, as to the true nature 
of the disease. While great strides in hand- 
ling this problem have been made in the 
past few years by certain groups, these phys- 
ically handicapped children remain woefully 
neglected. 

There is a great need for research in the 
etiology of this condition, and for new and 
better methods of treatment. Above all it 
must be remembered that no one specialist 
should treat these children exclusively, but 
rather that for each individual patient an 
over-all program should be outlined and fol- 
lowed. 


Anxiety and physical disease.—Often the idea up- 
permost in the mind of a busy physician when con- 
fronted with a patient whose anxieties seem to be 
out of proportion to any obvious or foreseeable 
danger is, “Has this patient any physical disease, 
or is this all due to an emotional upset of some 
sort?” It is an important and frequently difficult 
question to answer, particularly when there are no 
obvious physical signs. The question should never 
be: “Is this mental or physical?” Such a question 
implies that the establishment of one condition would 
necessarily preclude the existence of the other. Even 
the briefest experience in the handling of patients 
is sufficient to expose the fallacy of this suggestion. 
It is very likely that the answer to the question 
“How much is physical and how much msotional?” 
would be nearer to the truth. Any patient with an 
illness in which organic change has been demon- 
strated certainly is going to have some emotional 
changes as a reaction to the disabilities and dangers 
of the disease. Conversely, any patient who is emo- 
tionally disturbed over a ‘considerable period of time 
may have some physiologic disturbances in response 
to his emotional conflict. If these physiologic 
changes are prolonged or intense enough structural 
changes may ensue. It is still a moot question 
whether long-standing emotional conflicts are suffi- 
cient in themselves to produce hypertension, peptic 
ulcers, or colitis, but it is a clinical fact that these 
are diseases often seen only after a period of pro- 
longed emotional unrest.—Melvin W. Thorner: Psy- 
chiatry in General Practice, Philadelphia, W. B. 
Saunders Co., 1948, p. 300. 
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THE 


Many and varied theories have been ad- 
vanced in an effort to explain the etiology 
of the toxemias of pregnancy, and particu- 
larly of eclampsia and pre-eclampsia. Bar- 
tholomew'’ believes that thrombosis of pla- 
cental vessels, with infarcts of the placenta, 
leads to necrosis and disintegration of the 
affected villi, and that poisonous products of 
protein-splitting are disseminated through 
the mother’s body, causing widespread dam- 
age to the liver and kidneys. Smith and 
Smith” are of the opinion that a deficiency 
of estrogen and progesterone, and abnormal 
oxidation of estrogens are major factors. 
Others believe that the disease is primarily a 
hypertension due to spasm of the arterioles. 
Ross feels that dietary deficiencies are a 
predisposing factor, and says that a high in- 
cidence of eclampsia occurs most often in 
areas where pellagra and similar diseases are 
frequent. Some have tried to place the blame 
on incompatible blood groups and Rh incom- 
patibilities between the fetus and the mother. 
Hurst and Taylor’ found no experimental 
data to substantiate this hypothesis. 

Most investigators believe that pre- -eclamp- 
sia is a clinical entity in which there is first 
retention of water and salt due to abnormal 
capillary permeability. It seems that the only 
definitely known cause is pregnancy. There 
are no absolutely typical hepatic or renal le- 
sions. Since the disease is an entity peculiar 
to the human race, all studies as to etiology 
and treatment must be made on pregnant pa- 
tients and not on animals. 


Diagnosis 


Laboratory tests 
Careful clinical observation is probably 
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more reliable than many of the laboratory 
tests. MacArthur’ has explained that the 
hypoproteinemia of normal pregnancy is re- 
lated to plasma dilution, while that of pre- 
eclampsia and eclampsia is probably caused 
by failure of the damaged liver to synthesize 
albumin. Measurements of the urinary albu- 
min and blood urea give only limited infor- 
mation regarding renal efficiency. Bonsnes 
and Stander'®’ reported that uric acid clear- 
ance and urea clearance were found to be 
subnormal during the active phase of pre- 
eclampsia, and to return to nearly normal 
values by the third or fourth postpartum 
day. Chesley’ feels that tests of uric acid 
clearance are particularly valuable in mak- 
ing the diagnosis of pre-eclampsia; he stated 
that the diminution in renal clearance is suf- 
ficient to account for the rises seen in the 
blood uric acid levels. Odell and McDonald" 
believe that serum betaglucuronidase levels 
offer a means of differentiating most cases 
of presumable pre-eclampsia hyper- 
tensive toxemia of pregnancy. This is a 
highly complicated test and available in very 
few localities. 


Clinical observations 

Castallo” and others feel that trouble is 
imminent when a pregnant woman exhibits 
one or more of the following symptoms and 
signs: (1) rising blood pressure, (2) increas- 
ing albuminuria, (3) rapid increase in 
weight, (4) diminishing urinary output, (5) 
increase in edema, (6) dimness of vision or 
amaurosis, (7) precordial pain or girdle pain, 
(8) accelerated pulse, (9) increased depth 
of respiration, (10) torpor or excitability, 
(11) marked retinal edema and spasm of the 
arterioles. 

Many writers seem to feel that a blood 
pressure of 140 systolic, 90 diastolic repre- 
sents a top limit of normal. Actually, a point 
of much greater importance is whether the 
pressure shows any tendency to rise from 
one visit to the next. Particularly is the dias- 
tolic figure to be watched. The diastolic 
pressure shows the constant pressure under 
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which the vascular system is working. 

The presence of albumin in the urine of a 
pregnant woman is never “normal.” If a 
voided specimen shows even a trace of pro- 
tein, a catheterized specimen should be ex- 
amined. 

It is generally agreed that an average gain 
of 20 pounds is about normal during a preg- 
nancy; this allows approximately 2 pounds 
a month. If the patient gains a pound a week 
or more, she should be seen more frequently. 

Diminishing urinary output may be one 
of the indications of salt and water reten- 
tion, and may appear even before clinical 
edema becomes evident. Edema, which usu- 
ally is first noted in the feet and ankles and 
then includes the face and hands, is positive 
proof that the fluid balance is upset. All 
edema, no matter how slight, calls for watch- 
fulness. 

The dimness of vision may be only transi- 
tory at first, and associated with scotomata. 
Girdle pain is thought to be caused by dis- 
tention of the liver capsule. 

Hallum”” has pointed out that ophtha!mo- 
scopic examination of the eyegrounds can 
shed considerable light on the nature and 
severity of the toxemia. The retinal arteri- 
oles reveal pretty clearly the state of the vas- 
cular tree in other organs of the body. 

“In preeclampsia and eclampsia, the outstanding 
change is spastic localized and generalized constric- 
tion of the arterioles, and the degree of constriction 
usually is in proportion to the severity of the tox- 
emia. When the angiospasm is severe, retinopathy 
appears. . . . Increase in the uric acid content of 
the blood above 3.5 mg. per 100 cc. indicates that 
the toxemia is of toxic origin, and peripheral resis- 
tance is actually produced by spasm of the arterioles. 
When the uric acid content of the blood is normal 
in a toxic patient with constriction of the retinal 
arterioles, vascular disease is probably the basis of 
the toxemia’ 

Treatment 

Several of the more recent additions to 
our armentarium for the treatment of pre- 
eclampsia will be discussed briefly. The most 
promising, in the opinion of several authors, 
is methionine, one of the essential amino 
acids. Philpott and his co-workers?” and 
MacArthur”? feel that methionine, by its pro- 
tective action upon the liver, materially aids 
in the prevention and treatment of toxemia 
of pregnancy. Further experience with its 
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use is necessary, however. It is available in 
tablets containing 0.5 Gm., and the recom- 
mended dosage is 5 to 10 Gm. a day. It will 
almost invariably produce diuresis and a 
marked diminution of edema. 

Smith and Smith? reported improve- 
ment in patients treated with pseudoglobulin 
and diethylstilbestrol. Their theory is that a 
toxic protein escaping from the uterus into 
the general circulation is the causative agent 
in late toxemias of pregnancy, and that the 
pseudoglobulin tends to neutralize this toxin. 
They had previously advocated the use of 
large doses of estrogens, on the theory that 
the placental syncytium, the site of secretion 
of sex steroids after the twelfth week of 
pregnancy, might be restimulated to full se- 
cretory activity. 

Conflicting reports are available on the 
virtues of Veratrum viride. Willson" found 
that it consistently lowered the blood pres- 
sure, slowed the pulse, and caused a reduc- 
tion in urinary output which in one series 
averaged 95.7 per cent. Irving‘!!! reported 
better results with Veratrum viride and mag- 
nesium sulfate than with the latter drug 
alone. 

Golden and Fraser”? feel that concentrated 
plasma has an important place as an adjunct 
in the treatment of severe late toxemias of 
pregnancy. The colloidal osmotic action ex- 
erted by plasma reduces edema, re-establishes 
normal concentration of blood and circulat- 
ing blood volume, and increases urinary out- 
put. (In the absence of edema, concentrated 
plasma has little effect on urinary output.) 


Mild pre-eclampsia 

Whenever an increase in blood pressure, a 
disproportionate weight gain, edema, or al- 
buminuria is noted, the following routine 
should be immediately instituted: 

1. The patient should be advised to rest 
for one or two hours every afternoon. 

2. Salt intake should be greatly restricted. 
A salt substitute such as Neocurtasal, which 
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provides a salty taste without contributing 
any sodium ions, may be prescribed. Am- 
monium chloride, 8 Gm. daily in enteric 
coated tablets, will facilitate the mobilization 
of the retained sodium, and hasten the ex- 
cretion of fluid. 

3. A saline cathartic in sufficient quan- 
tity to produce a watery bowel movement 
should be prescribed. A teaspoonful of Ep- 
som salt in the morning will usually be suf- 
ficient. Some patients will be more cooper- 
ative if allowed to take citrate of magnesia. 

4. A high protein, low carbohydrate diet 
should be recommended. 

5. The patient should be told to take suf- 
ficient fluids to maintain a state of hydra- 
tion. 

6. Mild sedation with phenobarbital or a 
related drug should be prescribed. 

7. The patient should be seen at more fre- 
quent intervals. 

Severe pre-eclampsia 

The effectiveness of treatment in mild pre- 
eclampsia is gauged by the control of weight 
gain (edema) and blood pressure, mainten- 
ance of the urinary output, stabilization of 
the protein excretion, and prevention of 
symptoms. If there is no response to treat- 
ment, or if during treatment the patient com- 
plains of blurred vision or headaches, or con- 
tinues to gain weight, she should be hospital- 
ized immediately and kept at complete bed 
rest. The evegrounds should be examined, and 
daily urinalyses should be done on catheter- 
ized specimens. The uric acid content of the 
blood should be estimated every day, and a 
chart of the daily intake and output should 
be kept. 

If there is no clinical improvement after 
one or two days on this regimen, concen- 
trated glucose should be added to the sched- 
ule. Two to five hundred cubic centimeters 
of 20 per cent glucose in distilled water will 
usually aid materially in stimulating renal 
output. Smaller quantities of 50 per cent glu- 
cose may be given three or four times during 
a twenty-four hour period, and 25 per cent 
magnesium sulfate in doses of 5-10 ce., given 
intravenously or intramuscularly, may be 
utilized if the response to glucose is unsatis- 
factory. Blood and plasma are given if a 
significant anemia is present, or if the blood 
albumin-globulin ratio shows a need for it. 

Failure to respond to this regimen is proof 
that the toxemia is beyond medical manage- 
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ment, and that pregnancy should be termin- 
ated. Many authors, including Chesley and 
his co-workers''", believe that a prolonged 
toxemia causes permanent vascular damage 
leading to hypertension, and that early term- 
ination of pregnancy, especially after the 
thirty-fourth week, is advisable in all but the 
mildest cases. 

The method of terminating pregnancy de- 
pends on the parity of the patient and the 
state of the cervix. A multipara with a soft 
cervix will usually respond to rupture of the 
membranes, particularly if it is preceded by 
the administration of 2 ounces of castor oil 
and a hot soapsuds enema. The primipara 
with a long, hard cervix presents a serious 
problem. Most such patients will have a long 
labor, and occasionally the induction fails. In 
these instances cesarean section is to be 
considered. Regional or local anesthesia 


should be used when possible, and for the 
sake of the baby no narcotic drugs should 
be given before operation. 


Summary 

Determinations of blood uric acid levels 
and of uric acid clearance, combined with 
clinical observation, offer the best means of 
diagnosing pre-eclamptic toxemia. 

Pre-eclampsia can best be prevented by 
close prenatal supervision, recognition of the 
actual appearance of toxemia at the earliest 
possible time, and early hospitalization if 
the patient does not respond to treatment at 
home. In even the mildest cases of pre- 
eclampsia bed ,rest and suitable medical 
treatment should be promptly instituted. 
Early interruption of pregnancy, especially 
after the thirty-fourth week, is advisable in 
all but the mildest cases. 
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Estrogen therapy before the menopause.—Women 
don’t develop true menopausal, true vasomotor 
symptoms ordinarily while they are still menstru- 
ating normally. It is when they begin to skip periods 
or cease menstruating completely that these symp- 
toms. if they appear at all, are apt to become 
troublesome, As long as menstruation is proceeding, 
We can assume that the ovaries are producing all 
the estrogen the woman needs. Thus, it only does 
harm to make her an estrogen addict.—Emil Novak: 
The Management of the Menopause with Psychoso- 
matic Aspects, West Virginia M. J. 44:357 (Dec.) 
1948, 
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THE CULDOSCOPE IN PRIVATE 
PRACTICE 


RICHARD B. DUNN, M.D. 
and 
DONALD C. SCHWEIZER, M.D. 
GREENSBORO 


Until Decker described the culdoscope in 
1941"), no satisfactory method of visualizing 
pathologic lesions in the pelvis was available. 
The peritoneoscope has been employed for 
this purpose, but it is usually difficult to 
distend the abdominal cavity enough to al- 
low proper visualization of the pelvic con- 
tents”. 

Decker observed that when a patient is 
placed in the knee-chest position the pressure 
in the abdominal cavity is reduced’, He 
noted that, with the patient in this position, 
one could hear the sound of air rushing 
through a spinal needle inserted in the cul- 
de-sac. He further discovered that, if one or 
both tubes are patent, the same phenomenon 
occurs when a cannula is inserted into the 
uterus through the cervical canal, the patient 
being in the knee-chest position. This change 
in pressure can be graphically demonstrated 
by attaching a 20 ce. syringe to the cannula, 
with the syringe in the open position; the 
syringe closes as the air is sucked through 
the tubes™), 

We have been using the culdoscope since 
January, 1948. This paper is based on our 
first year’s experience with this instrument, 
and covers 28 consecutive cases in which 
the culdoscope was used for diagnosis. 


Description of the Instrument 

Figure 1 shows the culdoscope inserted 
through the sleeve or cannula. The ocular 
and telescopic ends, as well as the system 
of illumination, are like those of a cysto- 
scope. A trocar fits inside the cannula, and 
is used for the actual puncture of the cul-de- 
sac. A screw tip cannula may be used in the 
cervix as a means of testing tubal patency. 

Recently we have used a Foley catheter, at 
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Fig. 1. The culdoscope in its sheath and the trocar. 


Dr. Decker’s suggestion’, and find that it 
is more satisfactory than the cannula. This 
catheter can be inserted into the uterine cav- 
ity and held in place by distending the bag. 


Procedure 

The patient is placed in the knee-chest po- 
sition. Because this position is difficult to 
maintain, we have used a 215 per cent solu- 
tion of Sodium Pentothal as an anesthetic 
agent in all cases except one. In that one 
case local infiltration with a 1 per cent solu- 
tion of Novocain was employed. Satisfactory 
anesthesia was obtained, but the patient com- 
plained of the discomfort of the position. If 
the patient is balanced properly and the legs 
are held apart against the upright of the 
usual foot stirrup, the position can be main- 
tained even though a general anesthetic is 
used. 

When the patient is in a satisfactory posi- 
tion, the vulva and vagina are painted with 
merthiolate. If a local anesthetic is used, 
some non-irritating antiseptic is preferred. 
A Sims speculum is inserted in the vagina, 
and the perineum is elevated while the an- 
terior lip of the cervix is grasped with 
tenaculum. The cul-de-sac is then stretched 
tightly, with the vagina gaping. Figure 2 
shows the trocar being inserted into the cul- 
de-sac. Care must be taken not to get too 
near the uterus and in the retrocervical tis- 
sue. One should also be careful not to get 
too near the sacrum, and so inadvertently 
puncture the rectum. 

In our first cases we connected the valve 
on the cannula to a bag filled with carbon 
dioxide, so that when the puncture was made 
carbon dioxide was sucked into the abdomen 
Because of minor technical difficulties, and 
because there seemed to be no appreciable 
difference in postoperative shoulder pain 
whether air or carbon dioxide was used, we 
have discontinued this practice. When the 
trocar is withdrawn from the sheath, the 
sound of air rushing into the abdomen can 
be heard. Figure 3 shows a sagittal view of 
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Fig. 2. Position for puncture of the posterior 
vaginal vault (after Decker™)). 


the instrument in proper position. 

Because the intra-abdominal temperature 
and lens temperature differ, fogging of the 
lens may occur. Warming the lens with water 
will prevent this. A surprisingly clear view 
of the pelvic organs can be obtained. By ro- 
tating the culdoscope in the sheath and mov- 
ing the tenaculum attached to the cervix, it 
is easy to identify the uterus, tubes, and 
ovaries (fig. 4 and 5). The sigmoid and rec- 
tum may also be viewed, as well as loops of 
small intestine. Often the appendix can be 
seen. By maneuvering the instrument to 
wider angles, the bladder and internal pelvic 
walls can be inspected. The object viewed is 
either magnified, life-sized, or reduced, de- 
pending on the distance between it and the 
lens. 

After the pelvic contents have been stu- 
died, tubal patency may be tested. Either a 
screw-tip cannula or a Foley catheter is in- 
serted into the cervix, and dilute methylene 
blue is injected into the uterine cavity. If 
the tubes are patent, the dye will be seen 
dripping from the fimbriated extremities of 
the fallopian tubes. In almost all such cases 
we have used the Foley catheter. 

After the procedure is completed, the cul- 
cdoscope is removed from the cannula and the 
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Fig. 3. Sagittal section showing the culdoscope 
in position for use (after Decker‘). 
patient is allowed to slide to a prone position. 
A hand placed under the patient’s abdomen 
forces out most of the air and at this time 
the cannula is removed. One should be care- 
ful to expel as much air as possible in order 
to lessen the degree of postoperative shoulder 

pain. 
Analysis of Cases 

Our 28 cases have been divided into broad 
classifications based on the indications for 
doing culdoscopic examinations. 
Group 1: Abdominal pain from 
obseure pelvic pathology 

In this group of 12 cases are included 
instances of ectopic pregnancy, endometrio- 
sis, adhesions, varicosities, and other con- 
ditions in which a diagnosis could not be 
made by bimanual palpation. In all cases 
the examination was satisfactory. Both an 
unruptured tubal pregnancy and a bleeding 
ruptured one were seen plainly. A stiffened, 
acutely inflamed appendix was found hang- 
ing in the pelvic cavity. Endometriosis and 
chronic salpingitis were readily recognized. 
In 4 cases the failure to demonstrate a patho- 
logic lesion added weight to a diagnosis of 
psychosomatic pain. The one case which was 
not diagnosed correctly with the culdoscope 
was that of an interstitial pregnancy which 
did not noticeably distort the external uter- 
ine contour. A _ dilatation and curettage 
following the visual examination provided 
the clue to the diagnosis, when the curet was 
felt to enter this separate cavity. The diag- 
nosis was proved at laparotomy. 
Group 2: Undifferentiated pelvic masses 

Frequently it is difficult to differentiate 
masses of ovarian, uterine, and inflamma- 
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Fig. 4. Culdoscopie view of the ovary with a 
follicular cyst (after Decker )). 

tory origin by the usual methods of diagnosis. 
In this group of 6 cases, culdoscopy was 
successful in 4. The mass was found to be 
due to an ovarian cyst in 3 of the cases, and 
to a compact loop of intestine in the fourth. 
A complication occurred in one of these cases 
when we inserted a Foley catheter to test 
tubal patency. Inadvertently the catheter and 
stylet were pushed through the fundus of 
the uterus. The inflated balloon could be seen 
holding the catheter in the peritoneal cavity 
rather than the uterine cavity. The balloon 
was deflated and withdrawn without com- 
plications. 

In the other two cases of this group, the 
attempt to make a diagnosis failed because 
of technical difficulties. In one case, pene- 
tration was not obtained on the first try, 
and no further attempt was made because 
of the possibility of a mass in the cul-de-sac. 
In the second case the culdoscope entered 
the rectum retroperitoneally, and the feces 
was visualized. The instrument was with- 
drawn and no postoperative complications 
were encountered. Decker has reported a 
similar case without complications’. 

Group 3: Infertility problems 

This group may prove to be one in which 
the culdoscope will be of greatest value. We 
feel that visualizing the fallopian tubes and 
noting the exact location of occlusion or dis- 
tortion is a necessary preliminary to plastic 
operative procedures. 

In these 10 cases complete sterility studies 
had been done. In all but one, culdoscopic 
examination was satisfactory. In 3 cases no 
pathologic cause for infertility was seen. In 
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Fig. 5. Culdoscopic view of an adherent tube 
and ovary (after Decker“), 

the cases of tubal occlusion, the methylene 
blue could be seen in the tubes through the 
glistening peritoneal walls, and the block 
could be located exactly. One patient had had 
a previous operation, the details of which 
could not be learned, and culdoscopy con- 
firmed a suspicion of bilateral salpingec- 
tomy. Another patient had had repeated 
thorough sterility studies in other cities, and 
repeated Rubin’s tests were positive. Both 
tubes, however, were found to be occluded in 
the proximal third—a finding which was con- 
firmed at operation and by microscopic ex- 
amination of the sections. One possible ex- 
planation of the positive Rubin’s test is that 
carbon dioxide or air had been by-passing 
the occlusion and escaping subserosally. 

In one of these cases the attempt to make 
a culdoscopic examination was unsuccessful 
because of a dull trocar which penetrated 
the vaginal wall but pushed the peritoneum 
ahead of it and allowed the retroperitoneal 
space to become distended with carbon di- 
oxide. This type of failure can often be 
overcome by widening the opening with scis- 
sors or forceps and grasping the peritoneum 
in order to allow perforation with the tro- 
car. 

Four patients with tubal occlusion under- 
went surgery for plastic procedures. Until 
recently tubal plastic operations have been 
almost uniformly unsuccessful. We used the 
new technique being developed by Hellman. 
This procedure utilizes an inert, pure poly- 
ethylene plastic tubing which is threaded or 
forced through the occluded fallopian tube 
into the uterus. The other end is brought out 
of a stab wound in the lower quadrant of the 
abdomen and left in place for two or three 
weeks to allow regeneration of the lumen and 
re-epithelization. So far, no pregnancies have 


7. Hellman, L. M.: Personal communication, 


MENSTRUAL DISORDERS—EDGERTON 


559 


resulted in these 4 cases. We have, however, 
established the fact that in 3 of the 4 cases 
the tubes are still patent. This percentage 
corresponds favorably with the results re- 
ported by Hellman. We know of no previous 
surgical plastic procedure with which such 
results have been obtained. 


Conclusion 

We believe that the culdoscope is a useful 
instrument for the obstetrician and gynecolo- 
gist. The technical procedure is not difficult, 
and many patients may be saved abdominal 
operations by the use of this instrument. It 
has proven quite safe’. While it has helped 
us to solve many difficult diagnostic prob- 
lems related to the female pelvis, we feel that 
its greatest usefulness may be in cases of in- 
fertility. 
TeLinde, R. W. 
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THE ROLE OF LOW-DOSAGE 
IRRADIATION IN SELECTED CASES 
OF MENSTRUAL DISORDERS 


GLENN S. EDGERTON, M.D. 
CHARLOTTE 


During the past few years sporadic arti- 
cles have appeared in the literature concern- 
ing the efficacy of low-dosage irradiation of 
the ovaries and pituitary gland in the treat- 
ment of selected cases of menstrual disorders 
and sterility. Most gynecologists have been 
slow to resort to this method of treatment, 
since amenorrhea alone is a harmless condi- 
tion, and since animal experiments have sug- 
gested the possibility that harm might be 
done to the genes and chromosomes of the 
second and third generations. To date, there 
seems to be no evidence that this danger 
exists in human beings. However, some clini- 
cal evidence is available to support the as- 
sumption that even low doses of irradiation 
may adversely affect an ovum very early 
after fertilization. Hence, caution has been 
given against the use of this method in the 
presence of a possible unsuspected early 
pregnancy. 

In 1905 Halberstaedter" first discovered 
that roentgen rays had a selective action on 
the ovary, when he noted that large doses 
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suppressed menstrual function and_ that 
small doses were followed by bleeding. 
Rongy™’, in 1924, reported the use of x-ray in 
the treatment of amenorrhea and sterility. 
This article was followed by numerous other 
reports in this 

Discouraged by the results obtained with 
endocrines and other forms of therapy in 
certain types of menstrual disorders, I began 
late in 1947 to refer an occasional case, after 
thorough study, to a radiologist for low-dos- 
age irradiation of the ovaries, pituitary, and 
spleen. 

Case Reports 
Case 1 

A 32 year old woman who had been married fifteen 
years complained of an irritating vaginal discharge, 
amenorrhea, and secondary sterility. Since puberty 
she had menstruated about twice yearly, with an 
excessive flow. Her only pregnancy, in 1944, had 
terminated with a miscarriage at about the fifth 
month. In 1940 she had had an appendectomy and a 
uterine suspension. Pelvic examination was essen- 
tially negative except for a Trichomonas vaginitis. 
Examination of the husband’s semen was within 
normal limits and other sterility tests and blood 
studies were negative. 

Cyclic bleeding was produced with endocrine ther- 
apy from April, 1947, to December, 1947, but ceased 
in January, 1948, when endocrine therapy was dis- 
continued. In March, 1948, she was referred to a 
radiologist for stimulative irradiation of the pitui- 
tary, ovaries, and spleen. A letter from her dated 
March 10, 1949, stated that she had had regular 
periods since completing her x-ray treatments one 
year ago. No contraceptives had been used and preg- 
nancy had not ensued. Temperature graphs before 
and after irradiation showed biphasic curves. 


Case 2 

This 29 year old woman, who had been married 
seven years, complained of oligomenorrhea, dysmen- 
orrhea, and secondary sterility. She was delivered 
of a normal child in 1948, and since that time had 
been unable to conceive. She had menstruated about 
every four months for two years following her 
delivery, and cyclic bleeding had been produced for 
the next three years by her local physician. In 1942 
she had a uterine suspension, and in 1945 a stone 
was removed from her left ureter. 

She was a healthy appearing female of normal 
weight and stature, and pelvic findings were essen- 
tially negative. Sterility tests and other laboratory 
2. Rongy, A. : X-Ray Therapy in Disturbed 

Am. J. Gynec, 7:169-172 (Feb.) 192 


3. (a) Rubin, I. C.: Sterility Associated with Habitual 
Amenorrhea Relieved by X-Ray Therapy, Am. J 
Gynec, 12:76-78 (July) 1926. (b) Hirsch, 1. 
Treatment of Hypofunction of Ovary with Spe 
ence to Regulation of Menstrual Function. hadiclogy 
93-103 (Aug.) 1926; also Surg., Gynec, & Obst. 43:659-667 


(Nov.) 1926. (c) Haman, X-Ray Irradiation to Pro- 
mote Ovulation, West. J. Surg. 107-113 (Feb.) 1947 
also Tr. Am, Soc, Study of Sterility 1916, pp. 98-104, (d) 
Marer, Charles and Forman, S. B.: Low Dosage Irradiation 
of the Ovaries and Pituitary Gland in the Treatment of 
Sterility Caused by Funct f Menstrual Disorders, 
Am. Soc. Study Sterility, 1947, pp. 155-163. 

I. I.: Treatment of Amenorrhea and Sterility 

Therapy, New York State J. Med. 

1946. (f) Friedman, M. and Finkler, R. eatment of 
Sterility with “Small Dose’ X-Ray ioeey, Am. J. Obst. 
& Gynec, 43:852-857 (May) 1942. 
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findings on both the patient and her husband were 
not revealing. 

In April, 1948, she was referred for stimulative 
irradiation. A letter from her dated January 26, 1949, 
stated that her periods had been occurring regularly 
each month and that she had not lost any time from 
her work because of dysmenorrhea, which had pre- 
viously necessitated bedrest. Temperature graphs 
before irradiation were monophasic in character, and 
after treatment became biphasic. No contraceptive 
has been used and pregnancy has not yet taken 
place. 


Case 3 

A healthy appearing married woman of 30 was 
first seen in December, 1946, complaining of irregu- 
lar menstruation, menstrual headaches, and sterility. 
She stated that her periods had always been regular 
and painless until she was 21, when they began oc- 
curring every three to five months, with severe 
cramps during the first two days. She had had one 
full-term pregnancy. She was treated for sterility by 
my associate, and in February, 1947, conception took 
place. She was delivered of a normal female child 
in November, 1947, by cesarean section, 

A normal period occurred in January, 1948. When 
she was seen again in June, 1948, she had not had 
another period and was complaining of severe head- 
aches and extreme nervousness. Cyclic bleeding was 
produced for two months, and periods again ceased 
when therapy was discontinued. She was referred 
for x-ray therapy, and on February 2, 1949, she 
wrote that she had had normal periods since July, 
1948, that her menstrual headaches had ceased, and 
that this was the first time she had been on a normal 
schedule in twelve years. 

Case 4 

This case presented a rather difficult problem. The 
patient was a normal appearing school girl, aged 14, 
who had been hospitalized on six previous occasions 
for varying lengths of time because of severe men- 
orrhagia of puberty. During this time she had had 
numerous blood transfusions, two curettements, and 
extensive endocrine and constitutional therapy with- 
out any appreciable effect. All laboratory findings 
were essentially negative. The two curettements had 
been done within a period of three months and 
showed proliferative endometrium. On her last ad- 
mission her hemoglobin was 56 per cent and the red 
blood cell count 2,850,000, 

In July, 1948, low-dosage irradiation was admin- 
istered. On visits made to the outpatient department 
of the Charlotte Memorial Hospital in December, 
1948, and January and March, 1949, she reported 
that she was having periods every twenty to twenty- 
two days, lasting seven to ten days with a moderate 
flow. These results are not ideal, but at least she 
had been able to attend school regularly and to par- 
ticipate in athletics, and her state of general health 
had improved. Further biopsies or graph reports 
were not recorded. 

Case 5 

A 29 year old woman who had been married for 
two years came complaining of secondary amenor- 
rhea and sterility. Menstruation had begun at 13 
years, and had occurred monthly until she was 25, 
when the flow began occurring at infrequent inter- 
vals and was often prolonged. She stated that during 
the past two years she had menstruated every six 

months, with a normal flow. Prior to this time cyclic 
bleeding had been produced by her local physician 
for one year; periods had ceased when therapy was 
discontinued. 
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Examination was essentially negative, and sterility 
studies on both the patient and her husband were 
found to be normal. Cyclic bleeding was again pro- 
duced for two months, but the menses ceased when 
therapy was discontinued. In March, 1948, she was 
referred for irradiation therapy, which was com- 
pleted on April 5, 1948. On January 30, 1949, she 
wrote that she had a normal period following her 
fourth x-ray treatment in April, 1948, and that her 
periods had occurred at 28 day intervals since com- 
pletion of her treatments. Temperature graphs be- 
fore and after treatment revealed biphasic curves. 


Case 6 

A woman of 32, who had been married nine years, 
complained of secondary amenorrhea, sterility, and 
nervousness. She had been delivered of a normal 
child seven years previously, and since that time 
had been unable to become pregnant again. Her 
family history was negative except for one cousin 
who had diabetes and a sister who was a midget. 
She stated that she began skipping periods about 
five years ago, and that for the past two years they 
had been occurring every six to eight months. On 
one occasion she went fourteen months without a 
period before cyclic bleeding was produced by enc 
crine therapy. 

Sterility tests and laboratory findings were nor- 
mal, and pelvic examination was essentially negative. 
A diagnosis of hypo-estrogenism was made, and 
constitutional and endocrine therapy was instituted. 
Cyclic bleeding was produced for two months, but 
the periods ceased when endocrine therapy was dis- 
continued. In April, 1948, she was referred for low 
dosage irradiation. When she was last seen in March, 
1949, she complained of weakness and nervousness 
and stated that she had not had a period since 
August, 1948, at which time the flow was scanty 
and lasted for only one day. 

This case supports the belief that, once the menses 
have ceased for as long as one year to eighteen 
months, re-establishment of a normal flow on a 
permanent basis is highly improbable. It also con- 
firms the opinion of Randall that re-establishment 
of the normal menstrual cycle following low-dosage 
irradiation is less likely when amenorrhea is due 
primarily to ovarian failure rather than to pituitary 
dysfunction. Biopsies and temperature graphs were 
not obtained in this case, because of poor coopera- 
tion. 

Comment 

The few other cases which I have treated 
have been followed for such a short period 
that the results obtained have no clinical sig- 
nificance. The six cases reported above do 
not add anything to our knowledge of results 
to be expected from low-dosage irradiation 
of the pituitary and ovaries. The normal 
menstrual cycle was re-established in all but 
one of the 6 patients; ovulatory cycles were 
produced in one patient who previously 
showed ovulatory failure; incanacitating 
dysmenorrhea was relieved in one case; and 
severe menorrhagia of puberty was controlled 
in another. Before irradiation therapy was 
recommended, all patients had blood counts, 
serologic tests for syphilis, basal metabolism 
determinations, and a trial on endocrine ther- 
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apy, including thyroid if this was indicated. 

A satisfactory explanation for the effect 
of x-ray therapy has not yet been given. All 
irradiation necessarily is essentially destruc- 
tive in character, but in this particular rou- 
tine of treatment doses are so low that no 
serious quantitative destructive action takes 
place in any of the endocrine glands treated. 
It is thus a safe and well proven therapeutic 
measure, and certainly is desirable from an 
economic viewpoint. 

Treatment should be given strictly accord- 
ing to the technique established by Edeiken? 
or Kaplan’. Increasing the dosage or alter- 
ing the method of treatment does not in- 
crease the benefits. 

Treatment in all cases is with high voltage 
roentgen rays. Factors are: 200 kilovolts, 20 
milliamperes, with !'5 mm. of copper plus 1 
mm. of aluminum filter at 50 cm. distance. 
Treatment is directed through the anterior 
and posterior right and left pelvic fields, with 
an 8 by 10 cm. portal, and to the pituitary 
gland through a small, round portal 6 em. in 
diameter. Three doses of 50 to 75 r measured 
in air are given at weekly intervals. The 
pelvis is usually irradiated anteriorly the 
first and third weeks, posteriorly the second 
week. Occasionally a fourth treatment is 
given. Each time the pelvis is treated, 75 r 
measured in air are directed through lateral 
ports to the pituitary gland. 

The spleen is likewise given three treat- 
ments. The reason for this is not well under- 
stood, but reported results have been better 
when the spleen is treated. It is the feeling 
of most radiologists that the left adrenal 
gland is included in this spleen portal, and 
is probably responsible for the therapeutic 
advantage obtained by treating the spleen. 

Low-dosage irradiation of the ovaries, pi- 
tuitary, and spleen is not a cure-all for men- 
strual disorders, but should occasionally be 
offered to well selected patients who have 
first had proper gynecologic study and eval- 
uation. In appropriate cases, it is the opinion 
of some investigators that 65 per cent of the 
patients will have a normal menstrual cycle 
re-established, and that more than 50 per 
cent will be relieved of sterility if it is on an 
endocrine basis. Often, irradiation is accomp- 
anied by general improvement in other en- 
docrine functions. 


1. Edeikin, L., quoted by Campbell, J. A.: Roentgen Therapy 
of Functional Amenorrhea and Sterility, J. Indiana State 
M. A. 37:557-560 (Oct.) 1944, 
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TRAUMATIC PARA-ESOPHAGEAL 
EVENTRATION 


With the Report of a Case 


J. W. TANKERSLEY, M.D., F.A.C.S. 
A. J. TANNENBAUM, M.D. 
and 
S. S. Rocers, M.D. 


GREENSBORO 


According to Harrington”, most diaphrag- 
matic hernias caused by indirect trauma oc- 
cur either in the dome or in the posterior half 
of the left part of the diaphragm. The case 
reported herewith is one in which the dia- 
phragmatic tear appeared lateral to and con- 
tiguous with the esophageal hiatus. The ab- 
sence of a sac in this case classifies it as a 
false hernia or eventration. 


Report of a Case 


A 22 year old white man was admitted to St. Leo’s 
Hospital on February 27, 1949, with chief complaints 
of dyspnea, occasional vomiting, and gurgling and 
a feeling of fullness in the left side of his chest. He 
had been in a motorcycle accident on October 19, 
1948, and had suffered fractures of the skull, left 
wrist, and pelvis. 

Physical examination on admission was irrelevant 
except for the absence of breath sounds and the 
presence of tympany over the lower two thirds of the 
left side of the chest. and occasional gurgling sounds 
in this area. The abdomen was soft and non-tender, 
and no palpable masses were noted. 

Fluoroscopic examination showed the left dia- 
phragm to be elevated at least one interspace above 
the normal position. The heart and mediastinal con- 
tents were shifted to the right. The lungs did not 
appear to be compressed. Barium was given by 
mouth and the patient was placed in a supine posi- 
tion. The barium-filled stomach extended to the left 
sixth interspace posteriorly; incisurae of the greater 
and lesser curvatures, at approximately the junction 
of the lower and middle thirds, were seen at the 
level of the eighth rib posteriorly. 

Laboratory studies were essentially nerative, the 
urinalysis revealing nothing abnormal, and the blood 
count showing 12.5 Gm. of hemoglobin (81 ner cent). 
4.420,000 red blood cells, and 5,950 white blood 
cells, with 65 per cent polymorphonuclear leuko- 
cytes. 

Course in the hospital 

In order to paralyze temporarily the left dia- 
phragm, the left phrenic nerve was crushed on Feb- 
ruary 28, 1949, through a left obliaue supraclavicular 
incision. Local infiltration with Novocain wes used 
to obtain anesthesia. 

On March 2. 1949, under general anesthesia (Pen- 
tothal and ether), a laparotomy was nerformed 
through an oblique upper left rectus incision. In the 
subdiaphragmatie area a large transverse elliptical 
split in the left diaphragm, extending from the eso- 
phageal hiatus about 7 cm. to the left, was seen. The 
1, Harrington, S. W.: Various Types of 

Hernia Treated Surgically, Surg., Gynec. 

755 (June) 1948, 


Diaphragmatic 
& Obst. 86:735- 
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Fig. 1. Drawing of the interior view of the dia- 
phragm, indicating the location and extent of 
the laceration in the reported case. V = vena 
cava; E = esophagus; A = aorta; D —- dia- 
phragm. 


opening, which was about 3 cm. in the short diam- 
eter, appeared to be plugged with a mass of viscera. 
When this mass was withdrawn, it was found to 
consist of approximately two thirds of the stomach, 
part of the transverse colon, and a large piece of 
omentum. No sac was present. The defect was closed 
with a double layer of interrupted cotton sutures. 
The abdominal incision was closed with interrupted 
chromic catgut sutures which included the periton- 
eum, fascia, and muscle. The skin was closed with 
silk. No drains were used. 

The immediate postoperative treatment consisted 
of oxygen, whole blood transfusions, and penicillin. 
On the following day 400 cc. of air was withdrawn 
from the left chest through a needle inserted into 
the seventh interspace posteriorly. The patient’s 
general condition was good. The postoperative tem- 
perature varied between 100 and 100.8 F. for the 
first two or three days, following which it reverted 
to normal. Oxygen was discontinued after thirty-six 
hours, and penicillin on the fourth day. The patient 
became ambulatory on the fourth day. 

On March 9, a roentgenogram revealed some tent- 
ing of the left diaphragm and a left pneumothorax, 
with approximately 20 per cent collapse of the lung. 
The heart and aorta were slightly displaced to the 
right. The patient’s condition improved rapidly, and 
he was discharged from the hospital on March 11. 
Another roentgenogram of the chest taken on March 
18 revealed complete reabsorption of the previously 
noted pneumothorax. The diaphragm, however, con- 
tinued to remain slightly elevated, and two areas of 
tenting were noted. No further evidence of eviscera- 
tion was seen. 

Since leaving the hospital the patient has been 
entirely asymptomatic. 


Diagnosis 
Traumatic diaphragmatic hernias, which 
are most commonly seen on the left side, re- 
sult either from direct injury such as a stab 
wound or from indirect injury such as se- 
vere crushing of the abdominal area”. This 


2. Homans, J.: A Textbook of Surgery, ed. 6, Springfield, 
Illinois, Charles C. Thomas, 1948, pp. 
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Fig. 2. Anterior sectional view, illustrating the 
viscera contained in the para-esophageal hernia. 


type of hernia usually does not have a sac 
and is actually an eventration or false hernia. 
The most common type in the para-esopha- 
geal area is an eventration of part of the 
stomach into the left pleural cavity. Part of 
the omentum and that part of the colon 
which is attached to the greater curvature 
of the stomach by means of the gastrocolic 
ligament also may be drawn up with the 
stomach through the rent in the diaphragm. 
The absence of a sac in this type of case is 
enalogous to its absence in the sliding in- 
guinal hernia. 

Among the symptoms which these pa- 
tients may present are a feeling of fullness 
in the chest after eating, relatively sudden 
in onset; some shortness of breath; and oc- 
casional vomiting. Generalized weakness and 
secondary anemia may occur later as a re- 
sult of gastric ulceration and hemorrhage, 
caused by incarceration of the stomach’. 

In general, however, the clinical manifes- 
tations are unpredictable and depend to a 
large extent upon the amount and type of 
viscera present in the hernia. If the colon is 
caught in the hernial ring, additional symp- 
toms of obstruction may be present'*?. 

While a tentative diagnosis can sometimes 
be made clinically, a definite diagnosis is 
most commonly made after roentgenologic 
study. Roentgenograms in these cases reveal 
some paralysis of the diaphragm, the pres- 
ence of hollow viscera in the left pleural 
cavity, and associated collapse of the left 
lung. The use of barium orally and by enema 


8. Carter, BL N. and Giuseffi, J.: Strangulated Diaphragmatic 
Hernia, Ann. Surg, 128:210-225 (Aug.) 1948. 
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Fig. 3. Preoperative roentgenogram following a 
barium meal, showing part of the stomach in 
the left pleural cavity. 


Fig. 4. Roentgenogram, one month postoperative. 


may be of considerable aid in revealing the 
actual viscera involved. 
Treatment 

Surgery is indicated in these cases be- 
cause of the ever present threat of incarcera- 
tion of the viscera, which may lead to hem- 
orrhage or intestinal obstruction, and be- 
cause of the possibility of cardio-respiratory 
complications. Operation should per- 
formed immediately when there is clinical 
evidence of injury to a hollow viscus. In 
general, however, operation should be de- 
layed in these cases until the general status 
of the patient can be fully evaluated. Pre- 
operatively it is advisable to do a left phren- 
ic nerve crush to paralyze temporarily the 
left diaphragm". This maneuver facilitates 
closure of the hernial ring, and hastens heal- 
ing. 
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The operative approach may be either ab- 
dominal, thoracic, or a combination of the 
two. Although the thoracic approach is more 
direct, we prefer the abdominal approach be- 
cause of the greater ease with which the 
viscera may be drawn back into the peri- 
toneal cavity. This approach also makes it 
easier to deal with possible complicé itions 
involving the organs, particularly in the pres- 
ence of adhesions. After separating the ad- 
hesions, which are usually found at the area 
of the hernial ring, the viscera are with- 
drawn into the peritoneal cavity, and the 
rent may be closed with a double row of 
interrupted non-absorbable sutures. 

Approach to the area of the hernia is often 
made easier by transecting the suspensory 
ligament of the left lobe of the liver and 
withdrawing the liver toward the right. 

No special precautions to prevent pneumo- 
thorax need be used in cases of hernia with 
a sac. In cases of traumatic hernia without a 
sac, pneumothorax may occur unless pressure 
anesthesia has been used. If this complication 
develops, the area may be aspirated postop- 
eratively. 

Summary 

A case of traumatic para-esophageal even- 
tration is described. 

The diagnosis and treatment of traumatic 
diaphragmatic hernia are discussed briefly. 


The objectives of the health inventory are several. 
First and foremost is analysis of the health status 
of the patient and interpretation of the probable 
effects of his previous life upon the physical organ- 
ism. Second is prompt correction of remediable de- 
fects. Third is advice and guidance regarding habits 
of life which may be potentially detrimental to the 
specific individual. A very important part of such 
an inventory is searching inquiry into the habits of 
life, wherein are included such factors as fluid in- 
take, diet, occupation, rest, exercise, sources of anx- 
iety, utilization of leisure, mental habits (such as 
exaggerated worry), alcohol, and tobacco. Such data 
probably give as much information regarding the 
personality as a whole as can be obtained in a rea- 
sonably short period of time. The fourth objective 
of the periodic inventory is determination of the 
capacities and limitations in connection with work. 
This is particularly significant where the occupation 
involves any unusual stresses of either a physical 
or a mental nature . . . it should be the responsi- 
bility of physicians conducting health maintenance 
services to urge temporary or permanent alterations 
in occupations of individuals carrying an exception- 
ally heavy intellectual or moral responsibility upon 
the detection of evidences of arteriosclerotic cere- 
bral degeneration. The last, but not least, impor- 
tant objective of the periodic inventory is personally 
applied education in hygiene.—Edward J. Stieglitz: 
A Future for Preventive Medicine, New York, The 
Commonwealth Fund, 1945, p. 56. 
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THUMBNAIL SKETCHES 
OF EMINENT PHYSICIANS 


SIR WILLIAM OSLER 
Mrs. J. C. TRENT, Editor 
DURHAM 
VIII 
OSLER AT BLOCKLEY* 


Osler was appointed to the Medical Staff 
of the Philadelphia Hospital by The Board 
of Guardians of the Poor of Philadelphia on 
December 28, 1885". I have talked with one 
member of the Board, who told me that there 
was much less discussion of Osler’s nomina- 
tion than of the nomination of some of the 
local Philadelphia men. He recalled that it 
went through more or less as routine busi- 
ness. Osler said that Dr. Pepper got the ap- 
pointment for him’. From what I know of 
that period I suspect that Dr. Pepper had to 
use considerable political influence to get him 
the position. 

Osler entered into his work with great 
enthusiasm and soon had the young interns 
devoted to him. In a letter which he wrote 
durine this time, he said that he had about 
eighty patients in his wards at Blockley™. 

Laveran had discovered the malarial para- 
site in 1880, and in 1883 “flagella” (micro- 
gametocytes) had been seen by Laveran and 
Golgi. There was still some doubt in the 
minds of medical men about the etiologic re- 
lationship of the parasite to malaria when 
Osler spoke at the first meeting of the Asso- 
ciation of American Physicians in the spring 
of 1886". Dr. W. A. Newman Dorland, who 
was Osler’s intern at the Philadelphia Hos- 
pital in 1886, was present when Osler first 
saw the “flagellate” form of the malarial par- 
asite. He has described this incident in a let- 
ter written to the author on December 20, 
1948), My attention was first called to Dr. 

Presented as part of the program celebrating the Centenary 
of the birth of Sir William Osler at the Philadelphia General 
Hospital, November 10, 1949. 

1. The titles, Philadelphia Almshouse, Philadelphia Hospital, 
Philadelphia General Hospital, Blockley and Old Blockley, 
are used interchangeably in this article to refer to the 
same organization, 

2, Croskey. John Welsh: History of Blockleu:; A History of 

the Philadelphia General Hospital from its Inception, 1731- 


1928, Philadelphia, F. A. Davis Co., 1929, illustration 
opposite p. 470. 

. Cushing, Harvey: The Life of me W kam Osler. Oxford, 
The ¢ iar ndon Press, 1925. v p. 
Kraumbhaar. B.: Old of the Bi- 
Centenary Celebration of the Building of the a 
Almshouse, New York, Froben Press, 1933, 7. 

5. Original at the Osler Memorial and Blockley “Tlistorical 

Museum, Philadelphia General Hospital, Philadelphia. 


October, 1949 


THUMBNAIL SKETCHES 


“The Philadelphia Almshouse and Hospital in 1889.” From the original water color drawing by D. J. 
Kennedy, at The Historical Society of Pennsylvania, Philadelphia. Published by permission of the His- 


torical Society of Pennsylvania. 


Dorland’s experience by Dr. E. J. G. Beards- 
ley in his address at the Sixty-First Annual 
Dinner of the Ex-Residents and Residents of 
the Philadelphia General Hospital in 1948. 
A portion of the letter follows: 

“The incident referred to by Dr. Beardsley was 
this: When I was interne in Blockley on Dr. Osler’s 
service, two seriously ill sailors from Aspinwall 
were admitted to one of my wards. One was uncon- 
scious on admission and promptly died. They were 
both suffering from pernicious malarial fever, One 
day while examining a specimen of blood from this 
patient, Dr. Osler suddenly uttered a whoop of Joy, 
and jumping up, he threw his arms around me and 
waltzed me down the ward laboratory and out into 
the corridor, much to the amusement of the patients 
and nurses. He had discovered the first flagellate 
variety of the plasmodium he had ever seen, with 
its flagellum in active motion. 

“It was a great privilege to serve under this great 
physician, and we learned many valuable facts from 
him. We were very fond of him. He was not only a 
good physician but, also, a wonderful pathologist.” 

Dr. Osler made notes and drawings of 
what he saw in the microscope at the Phila- 
delphia Hospital. Years later, when he died 
in England, having become “Sir William Os- 
ler,” Regius Professor of Medicine at Ox- 
ford University, this notebook was. still 
among his effects. It is now in the Osler Li- 
brary at McGill University, Montreal, Can- 
ada. Dr. W. W. Francis, the librarian, kindly 
sent photostats of these drawings made at 
Blockley to the committee on the occasion of 
the dedication of the Osler Memorial at the 
Old Post House at the Philadelphia General 
Hospital on June 8, 1940. Dr. Joseph Me- 
Farland’, resident physician in 1889 and 
pathologist during most of his life at the 
Philadelphia General Hospital, in telling of 
Osler’s work on the plasmodium of malaria 
at Blockley, stated that Osler had the first 
blood counting apparatus that he had seen, 
6. Joseph MeFarland, isd5-1915.) pathologist to the 


Philadelphia Hospital, 1901-1986: active consulting pathol 
ogist to Philadelphia General Hospital, 1936-1945, 


and he believed it was the first one in Phil- 
adelphia™. This belief, however, is contro- 
verted in a letter written on May 3, 1942, by 
Dr. Edward Randall” of Galveston, Texas, 
who was resident at Blockley in 1883. Dr. 
Randall wrote: 

“I served there for two years. My introduction 
into medicine there was through the beloved Dr, Ro- 
land G. Curtin. I read your dedication address at 
the Osier Memorial, and I recall vividly the ‘Old 
Dead House’ where I worked under Dr. Formad. I 
noticed in your address that Osler, you thought, first 
introduced the blood count in clinical medicine. In 
the ward classes in my senior year at the University 
of Pennsylvania, Billie Hughes's) was counting cor- 
puscles, and as far as I know he had the first hemo- 
cytometer. This was three years before Dr. Osler 
came to Pennsylvania.” 

Much has been written of Osler’s patient 
work in the autopsy room, where 162 of his 
cases are recorded in the record books. I say 
“patient” because the very act of inscribing 
the records was a time consuming affair. 
The books are elephant size, and all the writ- 
ing was done by hand. The late Dr. W. T. 
Sharpless” of West Chester, Pennsylvania, 
an intern in 1888, recalled Osler’s arriving 
in the post house at 8 a.m. on Sundays and 
staying until evening. Dr. Thomas J. Flem- 
ing” of Philadelphia stated in 1940 that he 
remembered seeing Osler return from Bal- 
timore to perform autopsies on patients he 
had known at Blockley. 

When Osler was at the Philadelphia Hos- 
pital a great many of his colleagues there 
were at that time famous, or about to become 
so. Among them were John H. Musser, Sr., 
James M. Anders, John B. Deaver, Barton 
Cooke Hirst, George E. deSchweinitz, Louis 
Duhring, S. Weir Mitchell, and James Tyson. 


7. MeFarland, Joseph: Dedication of the Osler Memorial 
Building of the Philadelphia General “Old Blocklew” Hos 
pital, Bull, Hist. Med, 10:64-78 (June) 1941, 

William EF. Hughes, M.D... 1857-1984, physician the 
Philadelphia Hospital, 1589-1914; honorary consultant until 

» Cushing, H. (3), p. 253, 
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“4 Bit of Old Blockley.” From the original dry 
point etching made in 1925 by Chevaliar Jackson, 
M.D., Bronchoscopist to the Philadelphia Gen- 
eral Hospital, 1923-1931; honorary consulting 
brenchoscopist to The Philadelphia General Hos- 
pital, 1931- Published by permission of the 
artist. 


Many of the interns who served there in the 
years from 1885 to 1889 were also destined 
to fame. J. Chalmers DaCosta, Alfred Sten- 
gel, and Milton J. Rosenau may be noted 
from a long list. including a future brigadier 
general of the United States Army, presi- 
dents of medical organizations, professors, 
and authors of medica! books. It is hard to 
determine exactly how their careers influ- 
enced one another. I think we can say, with 
certainty, that S. Weir Mitchell and James 
Tyson were very important in starting the 
young Dr. Osler on his way to fame. I think 
it may be equally true that the broadening 
influence of collaborating with such a group 
of up-and-coming men was an important fac- 
tor in his medical development. We can be 
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sure from the writings of Osler himself that 
his career at Blockley supplied him with med- 
ical cases to which he reverted until the end 
of his life. 

Osler’s letter to Dr. John Welsh Cros- 
key’ beginning “Greetings Cardiac” (now 
in the possession of the Osler Memorial and 
Blockley Historical Museum, Philadelphia 
General Hospital) illustrates many points in 
the personality of Osler, the man, as well as 
Osler the medical chief at Blockley. After 
thirty years had passed, Sir William, then 69, 
found time from a very busy life to write a 
charming personal note in his own hand, with 
a pleasant word about his colleagues on the 
staff, the residents, and the nurses. He in- 
cluded a kindly word for “Dear Old Owen,” 
who was the male nurse and officer in charge 
of the Men’s Medical Wards, having come 
there after leaving his regiment in the Civil 
War and remained for life, a veritable part 
of the institution. Sir William recalled that 
“My literary output, while in Philadelphia, 
came very largely from the Philadelphia 
Hospital Service. The malaria experience 
was of special value.”” Apparently the years 
had not dimmed the sentiment which he had 
written to his young resident, Dr. John L. 
Bower, in February, 1890"': “I, too, miss 
Old Blockley.” 

Robert J. Hunter, M.D., 
Acting Consulting Otolaryngologist, 
Philadelphia General Hospital. 
is. Dr. John Welsh Croskey, 1558- , ophthalmologist to the 
Philadelphia General Hospital, 1900-1925; consulting oph- 
thaimologist, 1927-1937; honorary consulting ophthalmolo- 


gist, 1937 


11. McFarland, J. (7), p. 69. 


There would be little question that the mortality 
and morbidity from tuberculous infection in the 
children of Europe seriously increased owing to war 
conditions, and in many countries is still a matter 
of the greatest concern.—Richard W. B. Ellis, M.D., 
Brit. M. J., Feb. 7, 1948. 


To the thousands who suffer from Parkinson's 
disease the use of a new drug, Artane* Trihexy- 
phenidy! Tablets, recently developed by Lederle 
Laboratories Division, American Cyanamid Com- 
pany, offers a ray of hope. 

Without experiencing the side reactions that pre- 
vious medication for this malady produced, patients 
taking Artane find that the tremors of the hands, 
the involuntary muscular spasms and the constant 
drooling are markedly reduced almost immediately 
after they start taking the tablets. Furthermore, it 
has been found that in a high percentage of the 
cases where Artane is used, the mental outlook of 
the patients is considerably brightened and they 
are then more easily persuaded to take part in ac- 
tivities that may have additional therapeutic effects. 
*Reg. U. S. Fat. Off. 
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A CRISIS IN NURSING EDUCATION 


Two recent publications are of great sig- 
nificance to nurses, doctors, and the public. 
One is a book, NURSING FOR THE FUTURE", 
prepared for the National Nursing Council 
by Esther Lucile Brown, Ph.D. The other is 
the report of a survey made by Miss Julia 
Miller, dean of the School of Nursing of 
Emory University, “To Determine Needs for 
Nursing and Recommendations for the Fu- 
ture of Nursing in the State of North Car- 
olina.”’*! This report was prepared for a 
Committee to Survey Nursing and Nursing 
Education appointed by the North Carolina 
Medical Care Commission. Both authors 
think so much alike that it is evident that 
1. Brown, E. L.: Nursing for the Future; A Report Prepared 

for the National Nursing Council, New York, Russell Sage 

Foundation, 1949, 

2, Miller, J. M.: Mimeographed excerpts from Report of 

Survey to Determine Needs for Nursing and Recommenda- 


tions for the Future of Nursing in the State of North 
Carolina, March & to May 23, 1949. 


EDITORIALS 


they have been under the same influence. 

Both of these reports leave the distinct 
impression that the nursing profession is 
deliberately making the same mistake that 
the medical profession unwittingly made 
after World War I—that of encouraging the 
trend to specialization at the expense of gen- 
eral practice. The private duty registered 
nurse —the “R.N.”—corresponds to the 
family doctor; the “professional nurse,” to 
the specialist. 

The leaders of organized medicine never 
went so far as openly to discourage pros- 
pective medical students from entering gen- 
eral practice. The leaders of the nursing 
profession, on the other hand, have put in 
print their desire to discourage prospective 
nurses from doing private duty, and to en- 
courage them to seek only administrative, 
teaching, public health, or consultative posi- 
tions. For example, one reads in Miss Miller’s 
report: “Since it is contemplated that the 
entire nursing mission will eventually be per- 
formed by professional nurses and practical 
nurses, there will eventually be no place for 
the registered nurse.” Dr. Brown speaks in 
the same vein: “Nursing students, moreover, 
should be advised carefully regarding the 
disadvantages of private practice.’’ One dis- 
advantage of being a private duty nurse, ac- 
cording to Dr. Brown, is that “Like the gen- 
eral practitioner in medicine, she tends to 
lag behind.” 

Both Dr. Brown and Miss Miller begin 
with the admission that “The outstanding 
fact in the present nursing situation is the 
shortage of personnel.”*) The remedy that 
they both suggest seems rather drastic: clos- 
ure of most of the present hospital nurses’ 
training schools by a national ‘“accredita- 
tion” agency. Only two types of nurses would 
be trained: the “professional” nurse and the 
practical nurse or “nursing technician.” The 
professional nurse is to have a baccalaureate 
degree, preferably from a university, and is 
to be an administrator, a teacher, a super- 
visor, or a public health nurse. The practical 
nurse is to have from nine to twelve months’ 
training, then to take over the actual bed- 
side care of patients, under the supervision 
of the professional nurse. 

The role of the professional nurse is sug- 
gested by three sentences from Dr. Brown’s 
book: “Like the physician, she needs pro- 
ficiency in recognizing the many symptoms 
of illness and in carrying out complex tech- 
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nical procedures.” “She must recognize phy- 
sical symptoms of illness which are com- 
monly identified with organic changes. She 
must also recognize those heretofore less con- 
sidered manifestations of illness such as 
anxieties, conflicts and frustrations.” 

Every physician of experience will cheer- 
fully testify to the great help that he has 
had from pertinent observations made by 
intelligent nurses. Diagnosis, however, is the 
most difficult part of medical practice, and 
should be left to medical graduates. 

In both reports the actual care of the sick 
person is brushed aside as of minor impor- 
tance. The professional nurse is to be so ab- 
sorbed in the broader vision of the health 
needs of the community that she will have 
little time to provide nursing services to the 
patient. One gets the distinct impression 
that it is somewhat beneath the dignity of a 
nurse to feed or bathe a sick person. Such 
menial functions are to be left to the prac- 
tical nurse, supervised by the professional 
nurse, 

The practical nurses have long filled a dis- 
tinct place in the care of sick people; but it 
is expecting too much of a high school grad- 
uate with nine to twelve months’ training to 
exercise the judgment of the present R.N. 
One might as well expect the practice of 
medicine to be carried on by specialists with 
the aid of hospital corpsmen. 

Miss Miller’s recommendations for North 
Carolina are, in spots, somewhat vague; but 
there is no doubt that her ultimate aim, like 
that of Dr. Brown, is to close the hospital 
training schools altogether. The following 
excerpts from her report are only too clear: 


“That only those schools continue which can op- 
erate a strictly educational program in the prepara- 
tion of various levels of health workers. 

“a. It is recommended that there be two univers- 
ity schools located in the University of North 


Carolina and in Duke University which will 

offer 

“(1) Basic four year baccalaureate program 
(both universities) 

“(2) Supplementary basic programs for grad- 

uate nurses (one university) 

Advanced professional program, at a 

master’s level (one university) 

“These two schools will ultimately produce 
the total number of professional nurses 
needed. 

“It would seem financially unwise to estab- 
lish more than two university schools, even 
though other schools do qualify to offer such 
programs.” 

It is recommended that all other 
schools, not designated in the context for 
university schools or interim centralized 
schools close and replace the student person- 
nel with other health workers. Many of these 


three year 
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hospitals will, no doubt, be selected to furnish 
part of the clinical educational experience 
needed in the total educational program of- 
fered by larger schools. Others will aid in the 
preparation of non-professional workers. 
lt is further recommended that as early as 
possible, the standards of the schools for 
practical nurses be raised to meet the quali- 
fications listed for nurse technicians.” 
“Eventually these two groups should merge 
to take the place of the three year student 
who for the next ten years will be prepared 
in centralized schools as described above.” 

No one will gainsay that an adequate num- 
ber of both nursing and medical specialists 
is needed. In both professions, however, the 
proportion of general practitioners should 
exceed that of the specialists. [In order to 
supply an adequate number of registered 
nurses, hospital training schools are and will 
be needed. 

Undoubtedly some—perhaps many—of the 
training schools for nurses have given inade- 
quate instruction in the past, and even now 
some are not giving value received to the 
girls who contribute so much of their time 
and energy. That the North Carolina Hos- 
pital Association is aware of the need for im- 
provement in some of these schoo!s is shown 
by the recommendations of its committee 
appointed to advise the Committee to Survey 
Nursing Service and Nursing Education in 
North Carolina. Two recommendations are 
as follows): 

“The purpose of the existing 3-year training 
schools for professional nurses is to provide gradu- 
ate registered nurses for bedside nursing care. These 
schools should continue to serve this purpose. It is 
recommended that they be improved within the 
frame-work of the existing law relating to Profes- 
sional Nursing with respect to: 

“(a) Curriculum content. 

“(b) Instructional staff, 

Clinical material, 

“(d) Teaching facilities.” 

“The North Carolina Hospital Association empha- 
sizes the important contribution to the nursing care 
of the public and the valuable training to nurses 
themselves in bedside nursing service which is pro- 
vided by good training schools in small hospitals. 
It, therefore, deplores the trend of thinking favoring 
the discontinuance of good three-year training 
schools in small hospitals.” 

One sentence from a recent article in the 
British Medical Journal contains a_ truth 
which should never be forgotten: “The deli- 
cate and elusive art of making the patient 
comfortable is the very heart and essence of 
nursing—without it there is no value in all 
the talk of ‘raising standards.’ 

8. Minutes of Meeting of Committee to Survey Nursing Serv- 
ice and Nursing Education in North Carolina, Raleigh, 
January 12, 1949, exhibit A. 

1. Nurse Training and Legislation: 


From Special Correspondent, 
p. 527 (Sept. 3) 1949. 


and Prospect, 
4626, 
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ARE WE TO HAVE AN AMERICAN 
GESTAPO? 


It is hard to realize how far our govern- 
ment has gone down the road traveled by 
Germany and Russia. One shocking bit of 
evidence is the shameless methods used by 
our Department of “Justice” in an effort to 
quell the medical profession’s resistance to 
the national health insurance scheme of Tru- 
man and Ewing. The story is told in an of- 
ficial statement of the American Medical 
Association, dated October 6, 1949. 


“This is an official statement of the Board of 
Trustees of the American Medical Association, pro- 
testing the use of a police arm of the Government— 
namely, the Anti-Trust Division of the Department 
of Justice—in a campaign to discredit American 
medicine and terrorize physicians into abandoning 
their opposition to Compulsory Health Insurance. 


“The A.M.A, has opened its records to the Justice 
Department, without reservation, and medical so- 
cieties throughout the country undoubtedly will do 
likewise, but we intend to keep the public fully in- 
formed of developments, as we are convinced that 
these are not bona-fide anti-trust investigations, 
and that the American people will not tolerate Police 
State methods in this country. 

“We would be naive, indeed, if we ignored the 
political implications of this sudden rash of investi- 
gations, attacking medical societies, at a time when 
the Administration is doing its utmost to stifle op- 
position to its proposed system of Government- 
controlled medical care. 


“This scheme, it is specifically provided, would be 
a Government-monopoly, to which every citizen 
would be compelled to contribute, and which would 
destroy all the hundreds of Voluntary Health Insur- 
ance systems which now provide prepaid health care 
for more than 61,000,000 of the American people. 


“Ceriainly it will be a travesty on justice if the 
Anti-Trust Division of the Justice Department can 
be used to silence opposition to the creation of a 
Government-trust in medicine, 

“The American people, we believe, will hardly 
think it a coincidence that these anti-trust investiga- 
tions should be ordered at this time—after there 
have heen repeated threats that medical groups 
would be ‘investigated’ because of their opposition 
to socialized medicine. 

“The chronology of events, since the American 
Medical Association decided to make a Nation-wide 
campaign against Compulsory Health Insurance, and 
in behalf of Voluntary Health Insurance, is, we be- 
lieve, of real significance. 

“In November, 1948, the A.M.A., at its mid-winter 
meeting, voted to collect funds from its members to 
finance a campaign of public education on this issue. 
A public announcement was made to that effect. 

“Only a month later, in December, agents of the 
Department of Justice called on the Chicago Med- 
ical Society, seeking to check the Society’s records 
in connection with an alleged anti-trust investiga- 
tion. 

“During the February session of the Board of 
Trustees of A.M.A. in the early hours of February 
10, the Board Room was broken into and records of 
the Board were thoroughly searched by persons un- 
known. Briefcases of the Trustees, left in the room, 
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also were searched, Entrance was gained through a 
window. The facts indicate this was a search for in- 
formation, rather than an ordinary burglary. Cer- 
tainly no friends of medicine would take this means 
of obtaining medical data. 

“A few weeks later, toward the end of February, 
Administration leaders began threatening medical 
societies and medical men with ‘investigation’ as 
part of their campaign to discredit and intimidate 
the medical profession, Since then, there hasn’t even 
been much attempt to disclaim the political nature 
of these investigations. 

“On February 28, 1949, for example, one of the 
National press associations carried a dispatch from 
Washington quoting Government officials as stating 
that anti-trust actions would be started against 
‘several’ medical societies soon after the Compulsory 
Health Insurance drive was started in Congress. 

“The implication was plain that the ‘investiga- 
tion’ would be part of the Administration’s cam- 
paign for its socialized medicine scheme. 

“The threats made then are now realities. An 
epidemic of ‘investigations’, aimed at medical so- 
cieties and Voluntary medical care plans, has broken 
out in widely separated States and cities all over 
the country. 

“We want it clearly understood that we believe 
this attack on the medical profession stems from 
the Anti-Trust Division of the Justice Department 
and political string-pullers who have exerted influ- 
ence on that agency. We believe it to be an out- 
rageous abuse of public power which far trans- 
cends in gravity the issue of Compulsory Health 
Insurance, vital as that issue is. 

“We recognzie that politically-motivated attacks 
have been made on many other groups by this divi- 
sion of the Government—and we invite their coop- 
eration with American medicine in an effort to 
alert the American people to the seriousness of this 
trend toward Police State methods. If the police arm 
of the Government is used to intimidate doctors and 
others, and this abuse of power goes unchallenged, 
it may be used to terrorize publishers or grocers, 
farmers or gongs Catholics or Jews, or any other 
minority in the Nation.’ 


In a statement released on October 7, Dr. 


R. B. Robins, Demccratic National 
teeman from Arkansas, said of Attorney 
General McGrath: 

“As a United States Senator, Mr. McGrath was 
one of the leading advocates of Compulsory Health 
Insurance and one of the most intemperate, vitriolic 
critics of the American medical profession. As 
Chairman of the Democratic National Committee, 
he misused the facilities of that Committee to make 
scurrilous, slanderous accusations against State 
Medicai Societies and the American Medical Asso- 
ciation. His statements and his tactics were an af- 
front to all doctors, whether Democrats or Republi- 
cans. Now, he has gone even farther, by using the 
facilities of the Department of Justice for political 
purposes. 

“For many months Mr. McGrath and some of the 
other Washington proponents of political medicine 
have cleverly and indirectly threatened the medical 
profession because of its open opposition to Com- 
pulsory Health Insurance. Coming events cast their 
shadows before. Now, with Mr. McGrath in the 
saddle as Attorney General, the reprisals and crack- 
downs are in full swing.” 

“T hope and believe that the American people will 
rise up in protest against such Gestapo methods in 
a Nation which cherishes the right of free speech.” 
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THOMAS LESLIE LEE, M.D. 


In the tragically sudden death of Dr. 
Thomas Leslie Lee on October 9 we have an- 
other example of a doctor’s literally giving 
his life for others. The following resolution 
of the North Carolina Division of the Ameri- 
can Cancer Society and the Cancer Commit- 
tee of the State of North Carolina is so well 
expressed and so true that it is given in full. 

* * * * 

Thomas Leslie Lee was a great man. He 
was great in the finest way in which men 
use that term, for his greatness was entirely 
devoid of selfishness. 

In this day when many influences tend to 
make the physician less conscious of his ob- 
ligation to humanity, Dr. Lee never lost his 
sense of complete responsibility. 

In an age when men waver much, he held 
steadfast to his ideals and his sense of right- 


ness. 
Tn a time when so many denied and evaded, 
he constantly displayed that most valuable 
of traits, complete dependability. 
His family, his profession, his community 
and his state will be very conscious of his 


absence, but nowhere will the loss be so con- 
spicuous as in the leadership of the campaign 
against that scourge of humanity, cancer. 
It is altogether fitting that the North Car- 
olina Division of the American Cancer So- 
cicty and the Cancer Committee of the Med- 
ical Society of the State of North Carolina 
should join in paying tribute to a life so well 
lived as to be a worthy model for all who 
shall follow, and in expressing publicly their 
grief at the passing of their admired, loved, 
and respected leader, Dr. Thomas Leslie Lee. 
* * * * 


“MEDICINE AND THE STATE” 


Since it is assumed that all readers of the 
NortTH CAROLINA MEDICAL JOURNAL also 
subscribe to the Jowrnal of the American 
Medical Association, material from that 
journal is seldom reprinted here. An article 
of unusual interest, however, appears in the 
issue for August 8”. It is the annual William 
W. Root Lecture, given June 9 at the dinner 
of the Alpha Omega Alpha Society, by Lord 
Horder of England. With the hope of stim- 
ulating interest in the whole address, the 
last three paragraphs are quoted: 


1. Lord Horder: Medicine and the State, J.A.M.A, 140:1142- 
1145 (Aug. 6) 1949, 
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“The rank and file of the profession were maneu- 
vered into acquiescence by economic pressure and 
not from conviction, Only unity could have saved us, 
and unity was what, at the critical moment, we 
lacked. We forgot that we were experts and that 
only as experts should we agree to cooperate. We 
moved from an attitude of dignity and calm de- 
tachment from political clamor to one of subservi- 
ence to a doctrinaire socialist adventure. We ceased 
to be masterpieces and became pawns in the game. 
And so we have become what we vowed at all costs 
we never would become—mere servants of the med- 
ical bureau. The whole philosophy of the physician- 
patient relation has changed. We are no longer in 
control, Instead of saying ‘What is troubling you; 
tell me, so that I may help you,’ we say ‘What is it 
that you want?’ 

“Those who have nationalized medicine in Great 
Britain call us, who have pleaded for evolution 
rather than revolution, reactionaries. But it is they 
who are the reactionaries. They have put back the 
progress of medicine, both in its art and its science, 
a hundred years. Medicine had found that the close 
relation of doctor and patient was the sine qua non 
in medical care, For the time being this has been 
to a large degree sacrificed. 

“You in America can, if you will, escape this peril. 
You have time. I am old enough not to be charged 
with egregiousness if I offer my colleagues here a 
warning and express a hope. Do not risk a head-on 
collision with the state; if you do you will lose. Ac- 
cept the challenge that is implied by the President’s 
message. ‘Make medicine available for every citizen,’ 
he says. ‘Certainly,’ you should say, ‘that is what 
medicine is for. But what medicine? Our medicine, 
the medicine that results from tradition, long train- 
ing, knowledge of our fellow man and the creaming 
off from science of the best that it offers to the 
physician? Or a stereotyped medicine of the state, 
which is but a bastard sort of medicine?’ Surely, 
there can be only one answer. It is easy to level 
down; this can be done almost by a stroke of the 
pen. It is difficult to level up; this takes time and 
labor and much thought, So, I say, do not move 
away from general principles; they are the only 
things which ultimately triumph. And what are 
these general principles? Expert knowledge, detach- 
ment from politics, public confidence and courage; 
these are the essentials that enable medicine to 
make its contribution to the common health and the 
common happiness. You have in this country fought 
a good fight against the quack doctor in private life. 
You have a harder fight before you—the fight 
against the quack in public affairs. Put the case for 
medicine before the Public,—put it clearly, modestly 
and briefly. This is their case as well as ours, it is 
even more their case than ours. I believe that, with 
vision, you will succeed. If you fail, if the public 
will not be saved, well, in the vernacular, ‘that is 
just too bad.’ It will be a depressing thought for 
me, with so many good friends among you, that, 
while you are a country of infinite capacity and 
infinite ingenuity, you are yet a country of infinite 
credulity!” 
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PRESIDENT’S MESSAGE 


NARCOTIC PRESCRIPTIONS 


A recent report by a Federal Grand Jury 
in Detroit seems of sufficient importance to 
be called to the immediate attention of North 
Carolina physicians. 

The Grand Jury made an investigation, 
based upon reports of the United States Bu- 
reau of Narcotics, of the alleged practice of 
physicians’ giving narcotic prescriptions 
over the telephone and of druggists’ filling 
them without having written prescriptions 
beforehand, as is required by law. 

The following paragraphs are quoted from 
the Grand Jury Report: 


“The said testimony produced before your Body 
further indicated that such a practice is existent 
not only in the State of Michigan, but is prevalent 
throughout the United States and it is the opinion 
of this Body that a comprehensive investigation 
is warranted in the Federal Districts.” 

“This Body did further find from the testimony 
submitted to it a tendency on the part of physi- 
cians to place the responsibility on the druggist 
for the writing and delivery of the prescription 
and it is the determination of this Body that such 
reliance by the physicians on the druggists to se- 
cure compliance with the regulation, requiring the 
delivery of a written prescription, contravenes the 
spirit and intent of the regulation and leads to an 
unsatisfactory neglect in compliance therewith. 
This responsibility for the delivery of prescrip- 
tions definitely belongs to the physicians and not 
to the druggists.” 

“The evidence revealed that the druggists do not 
relish the task of writing out the prescriptions 
and mailing them to the doctors for the signatures. 
In one instance, a doctor failed to return the 
signed prescription that had been sent to him by 
the druggist because a return envelope did not 
have a stamp affixed thereon. In a good many 
other instances, doctors were neglectful in return- 
ing signed prescriptions. Almost every druggist 
has testified that his acceptance of telephonic 
orders for dispensing narcotics was attributable 
to his apprehension of, and in some instances an 
expressed threat with, the loss of patronage by 
the doctor. Such constraint exerted by the doctors 
on the druggists is unjustified and indicative of 
unwillingness to comply with the law. It is the de- 
termination of this Body that any doctor request- 
ing a druggist to dispense narcotics without pro- 
duction of a signed prescription, excepting in an 
emergency situation, is equally guilty with the 
druggist in violating the law.” 

“We therefore, recommend that if said practice 
does not cease, the Bureau of Narcotics and the 
United States Attorney’s 
prosecutive action against all phvsicians 
druggists who persist in the practice.” 


The retail druggists are rightly exercised 
about the situation. It may reasonably be 
anticipated that such investigations will be 
made throughout the United States. 

If the telephoning of narcotic prescrip- 


and 


office take anvropriate. 
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tions should be prevalent in North Carolina, 
it is hoped that it will be stopped in time to 
prevent here a repetition of what happened 
in Michigan. 

Medicine in North Carolina and in the 
United States has enemies which are eager 
to seize upon and magnify such weaknesses 
in their deliberate campaign to destroy pri- 
vate medical practice. 

G. W. Murpny, M.D. 


RALEIGH ACADEMY OF MEDICINE SYMPOSIUM 


The Raleigh Academy of Medicine will sponsor a 
symposium to be held in Raleigh on Friday, No- 
vember 18—just one day before the Duke-Carolina 
football game. Morning, afternoon, and evening ses- 
sions will be held. The speakers and their subjects 
will be announced later. All physicians belonging to 
the State Medical Society are invited to attend. 


HEINEMAN RESEARCH FOUNDATION 
LECTURES 


The Heineman Research Foundation in Charlotte 
is sponsoring a series of medical lectures to be given 
at the Hotel Charlotte in the Rose Room on Friday 
evenings at 7:30 p.m. All members of the State 
Medical Society are invited to attend. 

The schedule of lectures is as follows: 

October 21—“Recent Advances in Cardiovascular 
Disease—Pathogenicity, Diagnosis, and Treatment” 
—Conger Williams, M.D., Massachusetts General 
Hospital, Harvard Medical School, Boston. 

Edward O. Wheeler, M.D., Massachusetts General 
Hospital, Harvard Medical School, Boston. 

October 28—“Cancer in Childhood—Clinical and 
Experimental Considerations’—Sidney Farber, M.D., 
Professor of Pathology, Harvard, Director of Divi- 
sion of Laboratories and Research, Children’s Medi- 
cal Center, Boston. 

“Chronic Intestinal Indigestion, or the Celiae Svn- 
drome”—Harry Shwachman, M.D., Chief of the Di- 
vision of Clinical Laboratories and Chronic Nutri- 
tional Disease Clinic, Children’s Medical Center, 
Boston. 

November 4—‘Medicine and Psychiatry”—Ken- 
neth E. Appel, M.D., Associate Professor of Psy- 
chiatry, University of Pennsylvania, Philadelphia. 

“Evaluation of Sterility Problems in the Male’— 
Edmond J. Farris, Director of the Wistar Institute 
of Anatomy and Biology, Philadelphia. 

November 11—‘“Recent Advances in the Study of 
Diabetes and Its Therapy’—Jerome W. Conn, M.D., 
Associate Professor of Internal Medicine, University 
of Michigan, Ann Arbor. 

December 2—‘“Recent Advances in Surgery of the 
Esophagus” — Richard H. Sweet, M.D., Associate 
Professor of Clinical Surgery, Harvard Medical 
School, Boston. 


NORTH CAROLINA PUBLIC HEALTH 
ASSOCIATION 

The North Carolina Public Health Association 
held its annual meeting in Greensboro, September 
15-17. The featured speaker was Dr. Leonard A. 
Scheele, Surgeon General of the U. S. Public Health 
Service. Dr. J R. Norton, State Health Officer, 
also took part on the program. 
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NOTES FROM THE NORTH CAROLINA 
STATE BOARD OF HEALTH 


The State Board of Health has given its official 
approval to the erection of a new $600,000, six story 
health ceffice building on Caswell Square in Raleigh, 
adjacent to the State Laboratory of Hygiene. Al- 
though plans for the new building have not been 
perfected, it is said that it will contain about 70,000 
square feet of office space and will cover a ground 
space of approximately 60 by 200 feet. 


NEWS 


* * & 


There were only 18 cases of malaria in North 
Carolina during the first seven months of 1949, as 
compared with 109 cases during the corresponding 
period of 1948, The State Epidemiologist explained 
that there has been a sustained downward trend in 
malaria cases in North Carolina for a number of 
years, Last year was the first year in our history 
in which there were no deaths from malaria. 


* * * * 


On August 1, 1949 the offices of the State Mental 
Health Authority were moved to the State Board of 
Health, Jones and Dawson Streets, Raleigh, North 
Carolina. 

Three North Carolina psychiatrists will serve the 
state mental health program as consultants. These 
are David A. Young, M.D., General Superintendent, 
N. C. Hospitals Board of Control; Lloyd J. Thomp- 
son, M.D., Department of Neuropsychiatry, Bowman 
Gray Sc hool of Medicine; and Maurice H. Greenhill, 
M.D., Department of Neuropsychiatry, Duke Hos- 
pital. 

The film, “Introduction to Clinical Neurology,” 
Parts I, II, III, and IV, has been added to the film 
library at the State Board of Health, It may be bor- 
rowed only by physicians and by nurses who arrange 
to have a physician- lecturer present at the showing. 
This is designed as an aid in training in clinical 
neurology. It may be of interest to county medical 
societies throughout the state. 

15, Miss Elsie Parker entered on 
secretary of the North Carolina 
Society. She has her office in 


On September 
duty as executive 
Mental Hygiene 
Raleigh. 


Monihly mental health pamphlets describing child 
growth and development will be sent resident North 


Carolina parents of babies born after July 1, 1949. 
For those births reported on time, the first issue 
will be mailed soon after September 1. The material 
wil! not be sent to a selected group of new parents 
in each of seventeen counties. These parents who do 
not receive the “Pierre the Pelican” letters and some 
of the parents who do receive them will help us 
undersiand the value of this type of information. 
The survey to determine effectiveness of the series 
is being carried out with National Mental Health 
Act funds by the Institute of Statistics, University 
of North Carolina, Raleigh, N. C. 


News NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


North Carolina had 148 fewer deaths from tuber- 
culosis in 1948 than in 1947, according to the Bureau 
of Vital Statistics of the State Board of Health. The 
death rate per 100,000 population dropped from 28.4 
in 1947 to 23.9 in 1948. 


MEDICAL JOURNAL October, 1949 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA 


School of Medicine 

Dr. Walter C, Hilderman has accepted an appoint- 
ment as fellow in pathology. Dr. Hilderman gradu- 
ated from Jefferson Medical College, and for the 
past six years has been in India and China with the 
Army Medical Corps. 

Dr. Lytt I. Gardner, instructor in biological chem- 
istry, will present a paper entitled “Etiologic Fac- 
tors in Tetany of Newborn” at the Biochemistry 
Seminar at Harvard Medical School on October 24. 


School of Public Health 

The following new faculty members have 
added to the School of Public Health: 

Mr, Marvin L. Granstrom, formerly at the Case 
Institute of Technology in Cleveland, as assistant 
professor of sanitary engineering. 

Miss Frances MacKinnon as associate professor of 
public health nutrition. Miss MacKinnon came from 
the Harvard School of Public Health. 

Dr. Bernard G. Greenberg, formerly with the In- 
stitute of Mathematical Statistics at State College 
in Raleigh, as associate professor and head of the 
Department of Biostatistics, 


been 


NEWs NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. Stewart G. Wolf, Jr., associate professor of 
medicine at Cornell University School of Medicine, 
Was spexker at the October 10 meeting of the Bow- 
man Gray Medical Society. His subject was “Vis- 
ceral Pain Mechanisms.” 

* 

Dr. Frank Lock, professor of obstetrics and gyne- 
cology, spoke to the Washington (D.C.) Gynecologic 
Society on October 22, on the subject, “Treatment 
of Severe Toxemia of Pregnancy.” He will be sneak- 
er at the meeting of the Postgraduate Medical As- 
sembly in Nashville, Tennessee, on November 6, 
using the subject “Obstetric Hemorrhage—Diagno- 
sis and Management.’ 


Dr. Parker 
and associate 


R. professor of microbiology 
professor of pathology, was guest 
speaker at the fall meeting of the Society of North 
Carolina Bacteriologists, held at the University 
School of Medicine in Chanel Hill on October 8. His 
subject was “Labor atory studies on Leptospirosis.” 


Dr. R. L. Mc Millan, associate ‘onion of clinical 
medicine, spoke at the meeting of the North Caro- 
lina Urological Association at Midpines on October 
17. His subject was “Diseases of the Heart and Cir- 
culatory System in Urological Surgery.” Dr. Fred 
K. Garvey, director of the department of urology, 
presided as head of the Assoc iation. 

Dr. Felda professor of sur- 
gery, ond Dr. Frank Lock were initiated as Fellows 
of the American College of Surgeons in Chicago on 
October 21. 

Dr. Thomas T. Mackie, director of the department 
of preventive medicine, will take part in a sympo- 
sium on Gastroenterology to be given by the Raleigh 
Academy of Medicine on November 18. 

* * 


October, 1949 


Dr. H. H. Bradshaw, professor of surgery, at- 
tended sessions of the Board of Governors of the 
College in Chicago prior to the annual meeting of 
the group. A paper on “Some Problems in Surgery 
of the Esophagus’? was presented by Dr. William 
R, Deaton, assistant resident in surgery, who pre- 
pared it in collaboration with Dr. R. W. Williams, 
assistant resident in surgery; Dr. R. V. Postlethwait, 
former staff member; and Dr. Bradshaw. 


THIRD DISTRICT MEDICAL SOCIETY 

The Third District Medical Society held its fail 
meeting in Wilmington on September 16. Speakers 
were Dr. John B. Hickam of the Duke University 
School of Medicine and Dr. Landis Brown of South- 
port. Dr. Hickam’s subject was “Physiology in Res- 
piratory Disease and Cardiac Catheterization,” and 
Dr. Brown spoke on ‘Removal of Caleuli from the 
Lower Ureter via ft Vagina.” 

Officers of the society are Dr. A. McRae Crouch, 
Sr; yor nt; Dr. DeWitt Clark, vice president; and 
Dr. E. G. Goodman, secretary-treasurer, 


CARTERET COUNTY MEDICAL SOCIETY 

The regular monthly meeting of the Carteret 
County Medical Society was held at the Morehead 
City Hospital on September 12, 1949. This was a 
dinner meeting, the hospital acting as host. 

Dr. Darden Eure, local dentist, member of the 
Carteret County Health Department, addressed the 
society on the subject of “Flourine in the Prevention 
of Dental Decay.” 


EDGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 
The Edgecombe-Nash Counties Medical Society 
met in Rocky Mount on September 14. Following the 
dinner, case reports were given. 


HALIFAX COUNTY MEDICAL SOCIETY 


Dr. John S. Rhodes of Raleigh was guest speaker 
at the September meeting of the Halifax County 
Medical Society, held in Roanoke Rapids on Sep- 
tember 9. His subject was “Some Urologic Prob- 
lems from the General Practitioner’s Standpoint.” 


NOTES 
of Asheville 


NEW 

Dr. Joseph B. Greene died at his 
home on October 10, 
x * * 


Dr. W. C. Davison of Durham was a guest speaker 
at the annual meeting of the Medical Society of 


His 


” 


Virginia, held in Fort Monroe, October 9-12 
subject was “Sir William Osler—Reminiscences. 
* * 

Dr. Leslie B. Hohman of esti was one of the 
speakers at the Neuropsychiatric Seminar sponsored 
by the South Carolina Junior Chamber of Commerce 
and held at Orangeburg, South Carolina, September 
15-17. Dr. Hohman spoke on “Organically-Driven Be- 
havior Disturbances and a Consideration of Pre- 
frontal Lobotomy in Children.” Dr, Hohman_ will 
also appear on the program of the annual convention 
of the National Society for Crippled Children and 
Adults, to be held November 7-9, in the Commodore 

Hotel, New York. 
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Classified Advertisements 
PHYSICIAN WANTED FOR 
GENERAL PRACTICE 
The services of a physician are desired in Mt. 
Olive, North Carolina. Town of 4,000 popula- 
tion and thriving surrounding farm area offer 
fine opportunity for location. Office facilities 
in heart of business district always occupied 
by physicians will be offered rent free until 
physician establishes himself. Interested 
parties should get in touch with Mr. W. K. 

Lewis, Mt. Olive, N. C. 


PHYSICIAN WANTED FOR EYE, EAR, 
NOSE, AND THROAT WORK 
Associate wanted in an established eye, ear. 
nose and throat practice of long standing in 
excellent eastern North Carolina city. Direct 
replies to P. O. Box 1606, Raleigh, North 

Carolina. 


Coricidin Successful Against Common Cold 

Coricidin tablets, for aborting and treating the 
common cold, are now available from Schering Cor- 
poration, pharmaceutical manufacturers of Bloom- 
field and Union, N. J. It is the first preparation 
using the combined antihistaminic-analgesic-anti- 
pyretic attack against coryza. 

The principle ingredient in Coricidin is Chlor- 
Trimeton, Schering’s new, potent antihistaminic 
drug. Each Coricidin tablet contains 2 mg. of Chlor- 
Trimeton. Included are adequate amounts of acetyl- 
salicylic acid, acetophenetidin, and caffeine, which 
contribute their well known analgesic-antipyretic 
synergistic effects. 


Cure for Amebie Dysentery Now Available 
to Doctors 

Milibis, which as WIN 1011 was announced at the 
last New Orleans convention of the American So- 
ciety of Tropical Medicine as “a cure for amebic 
dysentery,” has now been made available to physi- 
cians in this country to attack this world-prevalent 
disease of the intestines and liver. 

The compound, known chemically as bismuth gly- 
colylarsanilate, has been under clinical investigation 
in the United States since 1947. In these studies it 
has been used in 1,186 cases of amebiasis with “ex- 
cellent results,” according to Dr. Justus B. Rice, 
— of medical research of Winthrop-Stearns, 
ne. 


Development of a new apple syrup for use in in- 
fant feeding which promises to be especially bene- 
ficial to infants and older children suffering from 
anemia has been announced recently by the Milk 
Research Laboratory of The Children’s Hospital of 
Philadelphia. Made from fresh apples, the natural 
carbohydrate product is designed to mix readily with 
warm or cold milk, 

The new apple syrup was developed at The Chil- 
dren’s Hospital, and was clinically tested by Dr. 
Irving J. Wolman and Dr, Bernhard Spur. The Bor- 
den Company is the exclusive licensee of the product 
and will market it nationally through drug stores 
as “Borden’s Brand INFOSE Syrup for Infants.” 
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AUXILIARY 


PROGRAM SUGGESTIONS 


It comes time again to interest ourselves 
in the program of the Medical Auxiliary. 
The pr ogram furnished by the National As- 
sociation is submitted herewith: 

I. Twelve-Point Program of the A. M. A. 
for the Advancement of Medicine and 
Public Health. 

II. The A. M. A.—Its History, Function, 
Work of the Various Councils, Bu- 
reaus, and Other Departments. 

III. Study Legislation—Local, State, and 
National—Which Affects Health and 
Medicine. 

A. Truman’s Compulsory Health In- 
surance Plan 

B. Oscar R. Ewing’s “The Nation’s 
Health—A Ten-Year Program” 

C. A. M. A.’s Answer to Compulsory 

Health Insurance. 

Voluntary Prepayment Medical and 
Hospital Care Plans 

V. State Board of Health—Study serv- 
ices available. 

VI. Local Health Department — Study 
services available in city and county. 

VII. School Health Program. 

VUI. Rural Health Problems and Their 
Proposed Solutions. 

IX. Nurse Recruitment. 

X. Radio Programs of the A. M. A. Pre- 
sented by the Bureau of Health Edu- 
cation. 

XI. Hygeia. 

We add the following suggestions for pro- 
gram material: 

I. The Atom Goes to Work for Medicine. 

Il. “How Britain Likes Socialized Medi- 
cine,” by Steven M. Spencer (a Sat- 
urday Evening Post editor’s first- 
hand report on England’s medical new 
deal in The Saturday Evening Post 
for May 14, 21, and 28, 1949. A re- 
view of these articles would be very 
beneficial. ) 

III. The Work of ‘Alcoholics Anonymous” 

IV. Continuation of Splendid Work in 
Nurse Recruitment 

V. Take part in program for helping to 
relieve the shortage of nurses — the 
training of practical nurses. (See 
article on Auxiliary Page of NORTH 
CAROLINA MEDICAL JOURNAL, August, 


October, 1949 


1948, issue.) 
VI. The Use of Animals in Medical Ex- 
perimentation 
VII. Social Programs Which Cultivate 
Friendly Relations and Promote Mu- 
tual Understanding Among Physi- 
cians’ Families 
There are certain subjects that are of 
particular importance. To be informed on im- 
pending and suggested legislation is ex- 
tremely important to doctors’ wives. To be 
informed is to be armed against these laws 
which many feel are inimical to the best in- 
terests of the medical profession, of medi- 
cine, and of the populace of the United 
States. Mrs. Leo Shaefer, our National Pro- 
gram Chairman, says, “Our national, state, 
and county program is only as effective as 
the information each member is able to give 
when questioned. The material to be used 
for programs has been used many times, but 
this year we must have each subject pre- 
sented and discusssed as in a study club or 
forum. Few of us can state the doctors’ case 
fortified with authentic information. It is 
our duty and privilege to interpret and sup- 
port the ideals of organized medicine.” 
Let us put our shoulders to the wheel and 
at least be informed in 1949-50. 
Mrs. B. W. ROBERTs, 
Program Chairman, 
Durham. 


Pectinized Penicillin Gives 72-Hour Therapy 

An entirely new double-acting injectable penicillin 
that most nearly approaches the ideal for parenteral 
use, because a single dose gives continuous penicillin 
therapy for more than seventy-two hours, was 
introduced on September 8 by Lederle Laboratories 
Division, American Cyanamid Company, Pearl River, 
N; 

Ledercillin® Pectinized combines in one dose all 
of the advantages of soluble penicillin and reposi- 
tory-type penicillin, Its dual action provides both 
prompt and prolonged penicillin absor pers Prompt 
absorption results from pectin-coated soluble peni- 
cillin, which immediately floods the tissues with 
penicillin and produces a level of 2 units of penicillin 
per cubic centimeter of blood within an hour or two 
of injection, Prolonged absorption results from slow- 
dissolving procaine penicillin, in the presence of 
aluminum monostearate, which is deposited at, the 
site of injection and absorbed over an extended 
period of more than seventy-two hours. 

Ledercillin Pectinized contains, in each cubic centi- 
meter, 300,000 units of crystalline procaine penicillin 
G and 100,000 units of pectin- coated crystalline peni- 
cillin G potassium with 1.5 per cent aluminum mono- 
stearate in a peanut oil vehicle. It is available in 
1 cc. sterile, disposable syringes and in 1 ce. vials. 
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BOOK REVIEWS 


Geriatric Medicine—The Care of the Aging 
and the Aged. Edited by Edward J. Stieg- 
litz, M.D., F.A.C.P., Attending Internist, 
Suburban Hospital, Bethesda, Maryland; 
Doctor’s Hospital, Washington, D. C. Ed. 2. 
773 pages, with 180 figures. Price, $12.00. 
Philadelphia and London: W. B. Saunders 
Company, 1949. 

The second edition of this work, under Dr. Stieg- 
litz’s masterly editorial supervision, is a worthy suc- 
cessor to the first. It has brought up to date modern 
knowledge of geriatrics. Its more compact format 
has reduced the number of pages by more than 100, 
without sacrificing any of the content. 

What was said of the first edition in this journal 
can be just as well applied to the second: 

“Stieglitz has done for the practice of geriatrics 
what Cecil did for the practice of medicine. In one 
large velume he has collected a series of articles 
dealing with some phase of ‘the diagnosis and man- 
agement of disease in the aging and in the aged.’ 
Each article is written by an authority in his field. 
Together they constitute a veritable system of 
geriatrics. 

“While it is doubtful, for various reasons, that 
many men will actually limit their work to patients 
past sixty, it is of vast importance that family doc- 
tors and internists alike shall have a working know]l- 
edge of the recognition, treatment, and—so far as 
possible—the prevention of the diseases prevalent 
among older patients. For the acquisition of such 
knowledge Stieglitz’s volume can be recommended 
unreservedly.” 


Medical Etymology—The History and De- 
rivation of Medical Terms for Students of 
Medicine, Dentistry, and Nursing. By O. H. 
Perry Pepper, M.D., Professor of Medicine, 


University of Pennsylvania. 263 pages. 
Price, $5.50. Philadelphia and London: W. B. 
Saunders Company, 1949. 

This book will appeal to all with the sort of intel- 
lectual curiosity that creates the urge to know the 
origin of words that are encountered in medical lit- 
erature. It is not a medical dictionary, for it does 
much more than merely define words. In a most in- 
teresting style, Dr. Pepper gives the sources of 
medical terms, grouping them according to subjects. 
The preclinical subjects are anatomy, physiological 
chemistry, physiology, pathology, bacteriology, 
pharmacology and therapeutics, and parasitology. 
The clinical subjects are medicine, surgery, pedi- 
atrics, neurology, gynecology and obstetrics, oph- 
thalmology, dermatology, otolaryngology, psychia- 
try, and radiology. A separate section on dental 
terminology is added—a brave undertaking for an 
internist! Finally, an index of words is given, 

The author’s keen sense of humor imparts a de- 
lightful flavor to the book. For example: “It may 
be very proper to honor the discoveries of Eberth, 
Salmon, Bruce, Shiga, Escherich, and Nocard, but 
it is tough on the student”; “Asynergia ... A good 
term, meaning a state of lack of cooperation, sug- 
gesting the plight of the world today.” 

This excellent book represents an enormous 
amount of study on the author’s part. After reading 
it, one is reminded of the individual who read the 
dictionary from A to Z, and found it “quite interest- 
ing, but rather disconnected.” Dr. Pepper’s book, 
however, is even more interesting and less discon- 
nected. 


BOOK REVIEWS 


Living Wisely and Well: A Discussion of 
Techniques of Personal Adjustment. By 
William B. Terhune, M.D., Editor, Asso- 
ciate Clinical Professor of Psychiatry, Yale 
University School of Medicine, and Medical 
Director, Silver Hill Foundation for the 
Treatment of the Psychoneuroses; Douglas 
A. Thom, M.D., Professor Emeritus of Psy- 
chiatry, Tufts Medical School; Kenneth E. 
Appel, M.D., Clinical Professor of Psychi- 
atry, University of Pennsylvania; and Win- 
fred Overholser, M.D., Se.D., Professor of 
Psychiatry, George Washington University 
School of Medicine, and Superintendent, St. 
Elizabeth’s Hospital. 95 pages. Price, $2.00. 
New York: E. P. Dutton and Company, 
1949, 

This little volume consists of four papers “read 
before a neighborhood audience during the spring 
of 1948.” The “Editor’s Preface,” by Dr. Terhune, 
was designed to give the public an idea of the aims 
of modern psychiatry, and to tell how one might 
attain a mature philosophy of life. Dr. Thoma’s paper 
deals with “Mental Hygiene in Childhood.” Dr. Appel 
discussed “Mental Hygiene for the Adult in the 
World Today.” Dr. Overholser’s theme was “The 
Mental Hygiene of Later Maturity.” 

The purpose of the book is to be found in the 
subtitle, “A Discussion of Techniques of Personal 
Adjustment.” It can safely be recommended as a 
book to put in the hands of any intelligent layman. 
The standing of the authors guarantees the authori- 
tativeness and the interest of the book. 


Oral and Dental Diagnosis—With Sugges- 
tions for Treatment. By Kurt H. Thoma, 
D.M.D., F.D.S.R.C.S. Eng., Professor of 
Oral Surgery, Emeritus, and Brackett Pro- 
fessor of Oral Pathology, Harvard Uni- 
versity. With Contributions by Henry Gold- 
man, D.M.D., Head of the Dental Depart- 
ment, Beth Israel Hospital, Boston; Fred 
Trevor, D.M.D., Formerly Instructor in Oral 
Pathology, Harvard Dental School. Ed. 3. 
563 pages with 776 illustrations, 60 in color. 
Price, $9.50. Philadelphia and London: W.B. 
Saunders Company, 1949. 

This book covers diseases and abnormal condi- 
tions of the teeth, jaws, and other organs and tissues 
of the mouth. New material on oral therapy has 
been added to many of the chapters concerning 
dental procedures. Both the primary lesions and the 
secondary manifestations of diseases are given thor- 
ough consideration. 

Part I concerns itself with the principles and 
methods of examination and diagnosis. Part II deals 
with special diagnosis of dental and oral diseases and 
suggests treatment procedures. 

The third edition continues to place greatest em- 
phasis on the principles of diagnosis, but at the same 
time discusses techniques of examination with the 
correlative principles of treatment. 

In this one volume Dr. Thoma has written a refer- 
ence book for the dental practitioner, a reference 
book for the medical student and the physician, and 
a text on the techniques of examination, diagnosis 
and treatment; he has also recorded some of the 
accepted methods of treatment. 

The photomicrographs, clinical photographs, and 
drawings are well placed, well executed, and skill- 
fully connected with the subject matter. 

This reviewer believes that Thoma’s book deserves 
a place in the library of every medical and dental 
practitioner, 
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CORRECTIONS FOR THE DIRECTORY 


The following additional corrections have been 
received for the directory of members of the Medical 
Society, published in the supplement to the August 
issue of the Journal. 

Dr. Addison G, Brenizer, Jv., Charlotte—Specialty 
should be surgery rather than general practice. 

The name of Dr. Charles C. Cubberley, Jr., of Wil- 
son was incorrectly spelled “Cubberely.” 

Dr. G. B. Ferguson, Durham—Specialty should be 
otology, laryngology, and rhinology rather than 
ophthalmology, otology, laryngology, and rhinology. 

Dr. Ralph G. Fleming, Durham—Specialty should 
be internal medicine rather than general practice. 

The name of Dr. James P. Harnsberger of David- 
son was incorrectly spelled “Hamsberger.’ 

Dr. J. B. Helms, Morganton—Specialty should be 
general practice rather than surgery. 

Dr. Malene G. Irons, Greenville — First name 
should be spelled, “Malene” rather than “Maline”; 
specialty should be pediatrics rather than psychiatry. 

Dr. J. J. Kirksey, Morganton—Specialty should be 
general soe rather than pediatrics. 

Dr. W. Patton, Morganton—Specialty should 
be pediatrics rather than general practice. 

Dr. C. L. Walton, Glen Alpine—Specialty should 
be aes practice rather than obstetrics. 

Corrections should be sent to Mr. J. T. Barnes, 203 
Capital Club Building, Raleigh, N. C. 


MATERNAL WELFARE BROADCASTS 


A series of four weekly broadcasts, prepared 
under the auspices of the North Carolina Maternal 
Welfare Committee, have been distributed to radio 
stations throughout the state. 

The scripts present frank discussions of fifteen 
minutes each on problems of prenatal and postnatal 
care. They were prepared by Mark R. Sumner of 
the Communications Center at Chapel Hill, and 
financed by contributions from a group of ten home- 
owned iife insurance companies of North Carolina: 
Security Life and Trust Company, Jefferson Stand- 
ard, Pilot Life, North Carolina Mutual, Home Se- 
curity, Pyramid, Occidental, Durham Life, State 
Capitol Life, and Southern Life Insurance Com- 
panies, 


AND MARY R. MARKLE 
FOUNDATION 


THE JOHN 


Grants totaling approximately $940,000, the ma- 
jority payable over five years, were made to medical 
colleges and other educational institutions by The 
John and Mary R. Markle Foundation in the eighteen 
months beginning January, 1948, John M. Russell, 
executive director, announced in the fund’s report 
issued recently. Among the institutions receiving 
grants are The Bowman Gray School of Medicine of 
Wake Forest College, Duke University School of 
Medicine, and Porerpees College of Virginia. 

Of the total, $725,000 was allocated for the Foun- 
dation’s se holars in medical science program, carried 
on for the purpose of encouraging young doctors on 
medical school faculties to remain in academic med- 
icine, Twenty-eight doctors in the United States and 
Canada are now being assisted through the program, 
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VETERANS ADMINISTRATION 


Private dentists of North Carolina handled 85 per 
cent of the treatment cases completed during the 
fiscal year ending June 30, 1949, under the state 
and federal program to treat eligible veterans for 
service-connected dental conditions. A statistical re- 
port just completed shows 8,383 treatment cases 
completed by private dentists and 1,434 by the VA 
clinics located in the regional office at Winston- 
Salem and the VA offices at Durham and Charlotte. 


FEDERAL SECURITY AGENCY 
Midcentury White House Conference on Children 
and Youth 

The theme of the Midcentury White House Con- 
ference on Children and Youth, for which planning 
is under way at the request of the President, “shall 
be to consider how we may develop in children the 
mental, emotional, and spiritual qualities essential 
to individual happiness and responsible citizenship.” 
The date for the Conference will be the week of 
December 5, 1950. 

This is the fifth of the White House Conferences 
on Children called at ten-year intervals by the Presi- 
dent. Earlier conferences have studied the physical 
and economic problems affecting children, and have 
resulted in improved conditions and needed legisla- 
tion. 


Death of Dr. D, Roy McCullagh 


Dr. D, Roy McCullagh, director of the biochemical 
laboratories of the Sterling-Winthrop Research In- 
stitute, died suddenly on September 17 after a short 
illness. Associated with the Institute only since July, 
Dr. McCullagh was 46 years old. 


Dr. Buckman Joins Parke-Davis Medical Staff 

Appointment of R, J. Buckman, M.D., to the med- 
ical staff of the sales and promotion division of 
Parke, Davis & Company, Detroit, Michigan, has 
been announced by H. J. Loynd, vice president in 
charge of sales and promotion. 


Upjohn Adds T, R. Noonan, M.D., to Medical Staff 


The appointment of Thomas R. Noonan, M.D., to 
the staft of the Upjohn Medical Division was an- 
nounced recently by Medical Director Dr. E. G. Up- 
john. 


Wilson Awarded Schering Research 

Fellowship for 1949 

The award of the Schering Research Fellowship 
in Endocrinology for 1949 to Dr. D. Laurence Wilson 
of Kingston, Ontario, Canada, has been announced 
by Mr. Francis C. Brown, president of Schering 
Corporation, pharmaceutical manufacturers of 
Bloomfield and Union, N, J. The award, which car- 
ries with it a cash fund of $2,500, was announced at 
the recent annua! meeting of the Society for the 
Study of Internal Secretions. 


Dr. D. L. 
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D R A MA M i N E (Brand of dimenhydrinate) 


has been accepted by the Council on Pharmacy and Chemistry 


of the American Medical Association for the prophylactic and 


therapeutic relief of motion sickness. 


*TRADEMARK OF G. D. SEARLE @& co. 
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APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
Appalachian Hall is located in Asheville, North Carolina, Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle RICHMOND, VIRGINIA 


Medicine: Surgery: 
Alexander G. Brown, Jr., M.D. Stuart N. Michaux, M.D. 
Manfred Call, III., M.D. A, Stephens Graham, M.D. 
M. Morris Pinckney, M.D. Charles R. Robins, Jr., M.D. 
Alexander G. Brown, III., M.D. Carrington Williams, M.D. 
John D, Call, M.D. Richard A. Michaux, M.D. 


Obstetrics and Gynecology: Urological Surgery: 
Wm. Durwood Suggs, M.D. Frank Pole, M.D. 


Robins, M.D. 
Spotswood Robins 


Orthopedics: Guy R. Harrison, D.D.S. 


Beverley B. Clary, M.D. Roentgenology and Radiology: 


Fred M. Hodges, M.D. 
lies P. Mangum, M.D L. O. Snead, M.D. 
Ale S. Hurt M ee Hunter B. Frischkorn, Jr., M.D. 
gle 8. ee Randal A. Boyer, M.D. 


Ophthalmology, Otolaryngology: Physiotherapy: 
W. L. Mason, M.D. Irma Livesay 


Pathology: Bacteriology: 
Regena Beck, M.D. Forrest Spindle 


Director: 
Charles C. Hough 
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PUBLILIUS SYRUS, MAXIM 119 


For safe mooring in the “snug harbor” 
of vitamin adequacy, the best 

twin anchors are balanced diet and 
vitamin supplementation. 


In medicine as in surgery, 
for prophylaxis as for therapy, the 
vitamin forms and dosages 
now available place adequate 
vitamin intake under the 
physician's selective control, 


Upjohn prescription vitamins are 


prepared in potencies and 
formulas that cover the varied 


requirements of modern practice. 


Upjohn 


KALAMAZOO 99, MICHIGAN 
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Carolina 
Rest Home 


SYMPATHETIC 
UNDERSTANDING 
TREATMENT 


For Male or Female Patients with 
Alcoholic Problems 


Completely New Modern 
Fireproof Structure 


U. S. Highway No. 1 South 
P. O. Box 174 Phone 2-1721 
WEST COLUMBIA, S. C. 


PIERRE F. LaBORDE, M.D. 
Medical Director 
MARGA D. LIVINGSTON, R.N. 
Director of Nurses 


FIRST 


.--in Flavor 
...in Purity 
Popularity 


Ice Cream ranks high among foods 
favored for both food-value and 
appetite-appeal. And Sealtest brings 
you ice cream at its peak of perfection. 
Rich in vitamins, minerals, proteins, 
calcium and 10 vital amino acids. 
Sealtest is first in popularity because 
it’s first in flavor. And, thanks to 
famous Sealtest Laboratory Control, 
you can be sure it’s first in quality 
and purity, too, 


ICE CREAM 
Get the Best— Get Sealtest! 


| 
} 
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FULFILLING EVERY 


REQUIREMENT OF EFFECTIVENESS 
AND PATIENT-ACCEPTANCE | 


VAGINAL JELLY 


Immobilizes sperm in the 
fastest time recognized 

under the Brown and 


Occludes the cervix for as long as 
10 hours— effective barrier action 


Nonirritating and nontoxic 
— safe for continued use 


Crystal clear, nonstaining, delicately 
fragrant—esthetically agreeable 


Will not liquefy at body tempera- 
ture—not excessively lubricating 


FOR ECONOMY TO YOUR PATIENTS 
PECIFY THE LARGE FIVE-OUNCE SIZE 


gynecological division | 


JULIUS SCHMID, INC. 
423 West 55th St., New York 19,N.Y. 
quality first since 1883 


‘Active Ingredients: Dodecaethyleneglycol 
Monolaurate 59%; Boric Acid 1%; Alcohol 


A 
s@ 
a 
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x 
4 
~ 


XXIV ADVERTISEMENTS October, 1949 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved metheds. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full time 


to the care and service of the patients. 


LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Fifteen Years of Satisfactory Service to the Medical Profession 


HERE IS A POLICY WITH NO TECHNICALITIES 


Incontestable after one year, as to origin of disability. 
No age limit, if policy is purchased before age 60. 

No house confinement required. 

Non-cancellable for period during which premium is paid. 


Loss of Time: Pays $200.00 per month 
for Total Disability due to ACCIDENT LIFE 


Loss of Time: Pays $200.00 per month 
for Total Disability due to SICKNESS up to $4800.00 


Hospital or Graduate Nurse at home, 
$100.00 per month, additionally, up to 200.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 50.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 


RALPH GOLDEN 
REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 
222 PIED: MONT BLDG. GREENSBORO, N. C. 
F. W. SARLES, STATE MANAGER 


| 
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aid Medicine 
Vi 


“time? 


@ A Deozne Dulcet Tablet is medicine but the risk of crystalluria is only as great 


all right—two potent sulfonamides — but asthatof0.15 Gm. ofone of the sulfonamides. 


to the child it’s a pale orange cube that 
tastes like tutti-frutti candy all the way 
through. Each Duoztxe Dulcet Tablet con- 
tains 0.15 Gm. sulfadiazine and 0.15 Gm. 
sulfamerazine—as stable and accurate as it 
is possible to compound. The antibacterial 


effect is the same as 0.3 Gm. of either drug, 


Indications and dosage are the same as for 
unflavored tablets. DvozineE Dulcet 
Tabletsare available on prescription through 
your pharmacy. Write for literature today. 
Laporatories, North Chicago, Ill. 
@ Specify Abbott’s Sulfadiazine- 
Sulfamerazine Combination 


® 
Duozine dulcet’ tablets 


TRADE MARK 


(Sulfadiazine 0.15 Gm.—Sulfamerazine 0.15 Gm. Combined, Abbott) 


NS 

| 
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For Shy, Nervous, Rourded Children 
Your Mem bership in es Year jee private home and school for 


SouTHern ASSOCIATION girls and boys of any age on pleasant 150 


acre farm near Charlottesville. 


Individual training and care, expert 

teachers. Limited enrollment, amusements, 

aia special diets, medical care if necessary. 
2 Entrance made at any time. Write for 


Booklet. 
Mrs. J. Bascom Thompson, Principal 
THE THOMPSON 
HOMESTEAD SCHOOL 


Free Union, Virginia 


The Campbell-Kenton Coun- 
ty Medical Society of Kentucky is the 
host Society. It is a Kentucky meeting. 


THE VALUE OF MEMBERSHIP IN 
MEDICAL ASSOCIATIONS AND 
ATTENDANCE AT MEDICAL BUY 
MEETINGS 


UCCESS, whether measured by achieve- 

ment, confidence gained, or by monetary 
standards, comes largely through achieve- U S 
ment and maintenance of competence. A Ue 
physician, like persons engaged in other 
fields of endeavor, must keep abreast of the 
latest developments and methods in his field 


in order to maintain competence. GOVERNMENT 


HE SOUTHERN MEDICAL ASSOCIA- 

TION was founded in 1906 for the pur- 
pose of developing and fostering scientific 
medicine and surgery in the South and in its 
forty-three years of existence has never devi- 
ated from this objective. Through attend- BONDS 
ing the annual meetings of the Southern 
Medical Association and by reading The 
Southern Medical Journal, thousands of 
physicians of the South are taking an im- 
portant step toward achieving and main- a 
taining their competence in the constantly 
changing field of medicine. 


of what any physician may 
be interested in, regardless of how gen- 
eral or how limited his interest, there is al- 
ways a program at the meeting and articles 
in the Journal to challenge that interest. 


A Distinctive Sani- 
MEETING this year will be composed | 
of thirty-two sessions of the twenty-one \ vous and Mental Dis- 
sections, two General Clinical Sessions and orders. . . Alcoholism, 
Narcotic and Barbitu- 
two conjoint meetings. Eligible members of : i rate Addiction. . . Rest 
state and county medical societies in the and Convalescence. 
South should be and can be members of the 
Southern Medical Association. The annual EDGEWOOD 
dues of $5.00 include the Southern Medical ORANGEBURG, SOUTH CAROLINA 
Journal, a journal that should be a “must” Edgewood offers all approved therapeutic aids. Complete bath depart 
, an’ a ments. Living accommodations private and commodious. Excellent climate 
year ‘round. Unusual recreational and physical rehabilitation facilities. 
Occupational therapy. Specialize in 
OC Separate department alcoholism, narcotic, barbiturate addiction. Gradua’ 
SOUTHERN MEDICAL . ASS TATION reduction method. Full time Fsychiatrists, nurses, and aides assure 
Empire Building | individual care and treatment. For detailed information write 
BIRMINGHAM 3, ALABAMA | EDGEWOOD ¢ ORANGEBURG, S. C. 
Orin R. Yost, M. D. Psych atrist-In-Chief 


| 
(S VALUABLE 
| Wow. | — 
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. +. recommended by the State Medical Society 


Mr. Charles H. Sims, C.L.U, 
511 Southeastern Building 
Greensboro, North Carolina 
Dear Mr. Sims: 
. e my Life Insurance in planning a very definite 
Servi Life Insurance program was very good indeed. 
This ce has been used by Your assistance in —— for = a 
premiums on my Life Insurance following my 
hundreds of North Carolina accident in 1946 was greatly appreciated, 
Yours truly, 
F. M. Houser, M.D. 


doctors... You too can benefit Gana se 
by its use! No obligation. 


An invaluable service to professional men. 


(Write Nise and end Mall for Appointment.) 


CHARLES H. SIMS, C.L.U. 


ASSOCIATE GENERAL AGENT 


STATE MUTUAL LIFE ASSURANCE Co. 
512 SOUTHEASTERN BLDG. — GREENSBORO, N. C. 
P.0.BOX 1950 DIAL 2-1086 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1804 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 

and therapeutic treatment for selected cases desiring 

non-resident care. 

R. Charman Corroll, M.D., Diplomate in Psychiatry 
Medical Director 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 


Associate Director 


i 
Me 
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SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


A private institution for the diagnosis and treatment of nervous and 
mental disease, alcoholism and those requiring general up-building. 


J. P. King, M.D. J. K. Morrow, M.D. D. D. Chiles, M.D. T. E. Painter. M.D. 


FOR PATIENTS WITH 


ALCOHOLIC 
PROBLEMS 


The Baltimore Clinic 


non-institutional arrange- 
ment in Baltimore, Maryland, 
for the individual psycholog- 
ical rehabilitation of a limited 
number of selected voluntary b : 

patients with ALCOHOL prob- 
lems—both male and female— 

All-welded construction—white enamel fin- 
under the psychiatric direction ish—Plastic upholstery assures years of wear. 
of Robert V. Seliger, M.D., Other models available with features to fill 

Fellow of the American Psy 3 TELL US YOUR REQUIREMENTS AND ASK ©OR ILLUS- 
chiatric Asscciation. TRATED LITERATURE ON SHAMPAINE STEELUX FURNITURE 
— SOLD BY — 
City office: 


2030 Park Ave. Baltimore 17, Md. Carolina Surgical Supply Company 


Telephone: LAFAYETTE 1200 121-123 SO. WILMINGTON — PHONE 3-8631 
RALEIGH, NORTH CAROLINA 


3 { 
| 
STEELUX EXAMINING TABLE 
S-4120 
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HAVE YOU GIVEN YOUR OFFICE 
AND WAITING ROOM A COMPLETE 
“CHECK UP” LATELY? 


True, we’re only laymen, but many professional men have admitted that 
we’re really “specialists” in the science of diagnosing and correcting many 
of the ills found in the furnishings and decor of offices and waiting rooms. 


FOR FREE CONSULTATION PHONE, WRITE, OR SEE 


Furniture Galleries 
Phone 8341 ste wi Raleigh, N. C. 


“A complete decorating service for Eustern Carolina homes—and offices” 


- 


ESTABLISHED 1911 

RICHMOND, VIRGINIA 
For the Treatment of NERVOUS and MENTAL DIS- 
ORDERS and Addictions to ALCOHOL and DRUGS 


STAFF: Jas. K. Hatt, Dept. for Men Paut V. Anperson, Dept. for Women ~ 4 
ASSOCIATES: Ernest H. Alderman, M.D., Rex Blankinship, M.D., John R. ‘ 
Saunders, M.D., Thos. F. Coates, Jr., M.D. Ey 
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Psychiatrist-in-Chief 


BROOK HAVEN MANOR 


Here the mentally and emotionally sick patient will find 
all the traditional charm of a Southern Manor House.... 
a bright and friendly world of smart decor, 
pleasing diversion and memorable cuisine .... 


Newdigate M. Owensby, M.D. 


blended with individualized methods of treatment. 


BROOK HAVEN MANOR SANITARIUM 
STONE MOUNTAIN, GA. 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


ACCIDENT - HOSPITAL - SICKNESS 


“INSURANCE 


: FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


60 TO 


$5,000.00 accidental death 
$25.00 weekl indemnity, 


10,000.00 accidental death 
50.00 indem: nity, 


$15,000.00 accidental death 
$75.00 weekly indemnity, 
accident and sickness 


$20,000.00 accidental me 
$100.00 indemnity 


ALSO EXPENSE FO 


Cost has never exceeded ye shown. 


$8.00 
Quarterly 


$16.00 
Quarterly 


$24.00 
Quarterly 


$32.00 
Quarterly 


WALK 
AGAIN 


@ Torpedoed on the Murmansk run 
—nearly frozen to death in an open boat—both 


R MEMBERS, 
VES AND CHILDREN legs lost below the knee—ex-Merchant Marines 


Michael McCormick and William Morris walked 
85¢ out of each $1.00 g ross income used unaided in three weeks. They could look for- 
for members’ benefit ward with certainty to leading a normal life 


again. To these men. as to thousands of other 


PHYSICIANS HEALTH ASSOCIATION 
47 years under the same management 
400 FIRST NATIONAL BANK BUILDING, OMAHA, 2, NEB. 


$3,700,000.00 $15,700,000.00 Hanger w the p “Hanger is a sym- 
INVESTED ASSETS PAID FORCLAIMS __ bol of help and hope” is a concrete truth proven 
$200,000.00 deposited with State of Nebraska for protection by every day of their future lives, 
of our members, 
Disability need not be incurred in line of duty— ARTIFICIA 
benefits from the beginning day of disability wees ANGE LIMBS 
PHYSICIANS CASUALTY ASSOCIATION 256 Hillsboro St. 735 N. Grahom St. 


Raleigh, N. C. Charlotte, N. C. 


WITCHWOOD — pani Beach, Va. 


For those who wish exclusive 
surroundings with nursing 
care. Open year ’round at 
835th Street and Pacific Ave- 
nue. Telephone Virginia 
Beach 791. References ex- 
changed. 


Mrs. Susan Zollicoffer White, 
Owner and Manager 
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The Institute 


Greensboro, North Carolina 


ALCOHOLISM TREATED AS A DISEASE Over 50 years experience— Male patients 


exclusively — Mental cases not accepted. No patient locked up or forced to take treatment. 
Experienced physicians’ counseling is designed 
for maintenance of sobriety after rehabilitation. 


Reservations by Telephone 2-4413, Greensboro, North Carolina. Postoffice Box 29. 


A. F. FORTUNE, M. D, MEDICAL DIRECTOR 


BEN F. FORTUNE, M. D., ASSOCIATE MEDICAL DIRECTOR 


New BELTONE Hearing Aid 


‘LET ME PROVE IT! 


Think of it! With the new Beltone, you 
hear what you want to hear—low-voiced 
conversations in a noisy restaurant or 
busy office. It’s a startling step forward 
in hearing aid development. 

The new Beltone is equipped with 
this marvelous “noise suppressor.” This 
is standard equipment on the new Bel- 
tone, the world’s foremost hearing aid. 

Let me show it to you. Come in and 
you'll marvel at this dainty, powerful 


| RALEIGH HEARING AID CO., Oddfellows Bldg., Raleigh, N. C. 1 


j Please send me FREE booklet of interesting facts about new 
hearing aid that CUTS OUT BACKGROUND NOISE, . 


instrument. See how it can slip into 
your watch pocket or purse—it’s no big- 
ger than a pack of modern size ciga- 
rettes. No separate battery pack — and 
NO BUTTON NEED SHOW IN 
YOUR EAR. 

Come in, telephone, or mail the cou- 


pon for our new booklet 
telling what Beltone is 
doing for the hard-of- 
hearing. No obligation. 


A-D-C 


Audiometers 


Sales 


and 


Service 


| 


| 
| 
| 
| 


, RALEIGH HEARING AID CO. 


R. Cator Maddrey, Director 


Odd Fellows Building 


RALEIGH, N. C. 


— 
¢ 
| 
| 
| 
Good Housekeeping 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY Intensive course in Surgical Technique, two 
weeks, starting October 24, November 2s, 
Surgical Technique, Surgical Anatomy and Clinical 
Surgery, four weeks, starting October 10, Nov. 7. 
Surgery of Colon and Rectum, one week, starting 


No Test Tubes - No Measuring + No Boiling 


October 10, November 2s, 
ksophageal Surgery, one week, starting October 10, 
Breast and Thyroid Surgery, one week, starting 
October 10, 
Yhoracie Surgery, one week, starting October 3. 
Fractures and Traumatic Surgery, two weeks, starting 
October 3. 
GYNECOLOGY Intensive Course, two weeks, starting 
October 24, 
Vaginal Approach to Pelvic Surgery, one week, start- 
ing November 7 
OBSTETRICS Intensive Course, two weeks, starting 
November 7. 
MEDICINE | Intensive General Course, two weeks, start 
ing October 3. 
Gastroenterology, two weeks, starting October 24. 
Gastroscopy, two weeks, starting October 24, 
DERMATOLOGY Formal Course, two weeks, starting 
October 2h. Informal Clinical Course every two 
weeks. 
ROENITGENOLOGY Diagnostic and Lecture Course 
first Monday of every month, 
Clinical Course third Monday of every month, 
X-Ray Therapy every two weeks. 
CYSTOSCOPY Ten Day Practical Course every two 
weeks, 


GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL 
BRANCHES OF MEDICINE, SURGERY AND THE SPECIALTIES 
TEACHING FACULTY--ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 
Address: Registrar, 
427 South Honore Street, Chicago 12, Ilinois 


Diabetics welcome ‘‘Spot Tests’’ (ready to use dry 
reagents), because of the ease and simplicity in using. 
No test tubes, no boiling, no measuring; just a little 
powder, a little urine—color reaction occurs at once 


if sugar or acetone is present. 


Galalest... bcetone Test 


FOR DETECTION OF 
SUGAR IN THE URINE 


SAME SIMPLE 
TECHNIQUE FOR BOTH 


COLOR REACTION IMMEDIATELY 


FOR DETECTION OF 
ACETONE IN THE URINE 


A carrying case containing cne 
vial of Acetone Test (Denco) 
and one vial of Galatest is now 
available. This is very conven- 
ient for the medical bag or for 
the diabetic patient. The case 
also contains a medicine dr 

and a Galatest color chart. This 
handy kit or refills of Acetone 
Test (Denco) and Galatest are 
obtainable at all prescription 
pharmacies and surgical supply 
houses. 


Accepted for advertising in the Journal of the A.M.A. 
WRITE FOR DESCRIPTIVE LITERATURE 


Test venco)... Galalest 
’ The Denver Chemical Manufacturing Co., Inc. 


163 Varick Street, New York 13, N.Y. 


| 
4 
OR AWAY SIMPLIFY 
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EARNING A LIVING!! 


A doctor's greatest asset is his ability to earn a living. If he is away 
from his practice, income ceases while expenses and overhead continue. 


Your answer to that problem is your Society’s Plan of Sickness and 
Accident Insurance adopted in 1940. If not already insured under the Plan, 
write for full information today. Tomorrow could be too late. 


$5,000.00 Principal Sum — $216.66 per month if disabled 
Annual Premium - $80.00 — Semi-Annual Premium - $40.50 


J. L. CRUMPTON, State Mgr. 


Post Office Box 147 Durham, N. C. 
—Representing— 
COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 


Founded by 


Ww. C. ASHWORTH GREENSBORO. 
Dz 


North 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. C. R. Rrner, M.D., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


> 
GLENWOOD PARK SANITARIUM 1 
. 
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OZIUM is fast—a light touch on the lever of 
the dispenser releases a fine vaporizing spray 
which quickly permeates every corner of the 
room. 

OZIUM is fortified with both propylene glycol 
and triethylene glycol, both of which have 
been prominently featured in public health, 
medical and other publications for their excel- 
lent bactericidal qualities. 

OZIUM is i the disp is light 
in weight, compact, unobtrusive and is easy 
to use. 

OZIUM is economical, costing less than one 
cent to treat the average small office or room. 


DISPEL 
UNWANTED 
ODORS 


PROFESSIONAL SET 

No. 18-012 Suggested for use 
in physicians, dentists and 
other professional offices. 

Contents: 1 only Woodlet 
Dispenser, chrome-plated. 
12 only “pressure-packed”’ 
OZIUM refills. 

Price: $9.00 the complete 
set. 


COMMERCIAL SET 
No. 1£-024 Usually specified 
for use in hospitals, 
schools, hotels, offices, 
factories, public buildings, 
theatres and similar prem- 
ises. 
Contents: | only Woodlet Dispenser, blue enamel finish. 24 only “pres- 
sure-packed’’ OZIUM refills. Price: $11.00 the complete set. 
OZIUM REFILLS 
For use in either commercial or professional dispensers. 
No. 012 Containing 12 “pressure-packed’’ OZIUM refills. 
Price: $4.50 per box. 
No. 024 24 ‘‘pressure-packed” OZIUM refills. 
rice: $8:00 per box. 


POWERS & ANDERSON 


Norfolk, Va. 


Winston-Salem, N. C. 


BRAWNER’S SANTARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


Vv 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 


and Alcohol Addictions 


JAS. N. BRAWNER, M.D. 
Medical Director 


ALBERT F. BRAWNER, M.D. 


Dept. for Men 


Jas. N. BRAWNER, JR., M.D. 


Dept. for Women 


October, 1949 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O, Box 1716 Telephones: 1004-1005 
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“IN THE MOUNTAINS OF MERIDIAN” 


HOYE’S SANITARIUM 


Meridian, Mississippi 


DIAGNOSIS AND TREATMENT OF NERV- 
OUS AND MENTAL DISEASES, ALCOHOL- 
ISM AND NARCOTIC ADDICTION. 

Only selected cases of narcotic addiction will 
be admitted. 

Shock Therapy, (Insulin, Metrazol, Electro 
Shock). Other approved treatments. Violent 
and non-cooperative patients not accepted. 
A good place to spend a vacation. 

Write P. O. Box 106 or Telephone 3-3369 


DR. M. J. L. HOYE, 


Superintendent 
Fellow of the American Psuchiatric Association 


A HOLE IN ONE IN GOLF AND HOSPITALITY 


Mid Pines Club 


Southern Pines North Carolina 
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For more normal living, not only must the epileptic patient be freed as 
much as possible from recurring seizures, but his normal pursuits 


must not be interfered with by mental clouding and drowsiness. 


effectively suppresses or greatly reduces the frequency and severity 
of epileptic attacks and, at the same time, is relatively free from 
hypnotic side actions. There is little or no tendency to habituation; 


the dosage initially found effective usually remains so. 


PARKE, DAVIS & COMPANY 


THE EPILEPTIC PATIENT 
CAN LIVE 


Dosage of DILANTIN must necessarily be 
individualized. (For suggested dosage schedules, 

write for the brochure on DILANTIN. ) 

DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) 
is available in 0.03 Gm. ('2 gr.) and 0.1 Gm. (1% gr.) Kapseals, 


in bottles of 100 and 1000. Cc A 


DETROIT 32, MICHIGAN 


Supplements the sun... 


removes the shadow of RICKETS 


Rickets may be found in apparently healthy and well nourished infants 
due to an insufficient intake of vitamin D plus inadequate exposure to ultraviolet rays. 
It is now generally accepted that a vitamin D supplement should be given regularly 
not only to infants but to older children and adolescents. Mead’s Oleum Percomorphum 
With Other Fish Liver Oils and Viosterol is useful for this purpose. 


Mead’s Oleum Percomorphum 


1. Is a highly potentt source of natural vita- 
mins A and D. 
2. May be given in drop doses that are easily 
administered and well tolerated, and is sup- 
plied in capsule form also. 
3. Has a background of sixteen years of suc- 
cessful clinical use. 
tPotency: 60,000 U.S.P. units of vitamin A and 8500 
U.S.P. units of vitamin D per gram. Each drop sup- 
Plies 1250 units of vitamin A and 180 units of vitamin 
D; each capsule, 5000 units of vitamin A and 700 units 
of vitamin D. 

Supplied in 10 cc. and 50 ce. bottles; and in bottics 
of 50 and 250 capsules. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND,USA., 
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